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American Rheumatism Association 1987 Revised Criteria for 
the Classification of Rheumatoid Arthritis 
Patients should present with 4 of the 7 following 
criteria: 
1. Morning stiffness in and around the joints, 
lasting at least i. hour before maximal 
improvement. 
2. Soft tissue swelling of 3 or more joint areas 
observed by a physician. 
3. Swelling of proximal interphalangeal, 
metacarpophalangeal or wrist joints. 
4. Symmetric swelling. 
S. Rheumatoid nodules. 
6. Presence of Rheumatoid factor (RhF). 
7. Radiographic erosions or periarticular 
osteopenia in the hand or wrist. 
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Bucks. HP19 3DX Your Ref: 
Telephone: AYLESBURY (0296) 437501 Ext. .: 
264 
.. Our Ref: 
'/J 1k 
Fax: AYLESBURY (0296) 437075 0 
8 October 1992 
Mr JPimm 
Senior Clinical Psychologist 
RAYNERS HEDGE 
Dear Mr Pimm 
Re: Project NC435 - An investigation of the effictiveness of 'education/self 
management interventions for diabetes mellitus (Type 2) and 
rheumatoid arthritis 
I refer to your application to the Local Research Ethics Committee . 
for 
consideration of the above project. I am pleased to inform you that the Committee 
approves the project on ethical grounds. 
Ethical approval by the Committee is not an authority to proceed. you'are advised 
to discuss your proposal with all heads of . departments and others who might be 
affected, particularly if there are financial and/or staffing implications. 
Please note that your research may be subject to review annually by the Committee. 
RM HILL 
Secretary to Local Research Ethics Committee 
Yours sinc rely 








A 0. Kistered CAuk 
THE ARTHRITIS & RHEUMATISM COUNCIL 
APPLICATION FOR A PROJECT GRANT 
1. Applicants: 
-NAME 
A. Mr.. -Theo J. Pimm 










Oxford Regional Rheumatic 
Diseases Research Centre 
Oxford Regional Rheumatic.. 
Diseases Research Centre 
Address and telephone number of the institution(s) accommodating the project: 
. 
Oxford. Regional Rheumatic Diseases Research Centre, Stoke Mandeville Hospital, 
: ManU6ville'Road, Aylesbury. ' 
Tel: 0296'316664 
'3. Title of project: 
Coping with rheumatoid arthritis: An investigation of the effectiveness of 
education/self management interventions. 
4.. ' . 
'A 
* 
b. stract of research. (in not more*'than 150 words): 
Rheumatoid arthritis QRA). is a common chronic illness*w'fiiýh, despite treatment, 
frequej3tly causes distressing symptoms and long term disabilities.. Poor levels of 
knowledge, skills, And compliance with management have been found -in RA, suggesting 
that. 'ýeduoation/self management interventions . may. enhance treatment effectivenegs. 
-'Researdh oh `tN6 -effectiveness of. education/self management interventions shows they 
*--pian improve: short 
- 
term; 'Iýnowledge, coping skills and attitudes towards chronic 
illness, -. and -long -term; functional state". psychological adjustment, and reduce 
demýihda'ori'hedlih service res9yrces. This study aims to: 1 1. carry out a single. 
blind randomized controlled trial to investigate the effect of providing informa-tion 
''investIgate . the .- psychological mechanisms, specifically stiýategiep; 2. 
mqn. ýal-. - representations, uriderlying. the. -outcome of education/self managem6rit inter- 
ventibns. -- EigIxty consecutive out-patient attenders with RA will be ramdomly allocated 
to experimental or control groups. - The experimental group will be invited to attend 
a. ppOgraýime of eight small group sessions. Funding is sought to empl. py an Assistant 
Psychologist (0. -5 w. t. e'. ) to interview subjects and cdmplete a battery of assessments 
Keywords (No more than six): 
Rhe. umatoid arthritis, education, serf management, mental representations.. 
5. ' Summary of Support Requested: 
Yea r1 Year 2 -Year 
3 Total 
Salaries £ 6671 £ 6671 
Expenses £ 3210 
Apparatus £ 815 
6. Total' cost of the application: 






Proposed Duration 2 years 
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8o Finance Requested 
Salary 
Describe proposed appointment with salary scale, grade and enhancement 
premium (if appropriate) and employer's "op-costs" shown separately for each 
position, with na , mes and/or qualifications where applicable. 
The premium 
applies- to those awarded a PhD.. Include name of candidate if known. 
Name Position Asst. Clinical Psychologist 
Age Qualifications Scale 
Year 1 Year 2 Year 
.3 




Employers On-Cost @ 11 % 
Estimated at mid-point on scale = 14 
£ 5010 £ 5010 
N/A 
N/A 
£ 551 £ 551 
TOTAL E 5561 f- . 5561 
(Please completý this section for each employee) 
Expenses 
Details of all materials and consumables required, with estimated costing for 
each year requested. 
Year 1, Year 2 Year 3 
Consultation with statistician E 200 E 300 
Travel (2000 miles @ 20.1p/mile) E 200 f- 200 
Photocopying E 320 E 320 
Postage E 40 E 40 
Stationary E 10 E 10 
Telephone* E . 120-.. E -120 
PhD registration fee (T. J. Pimm) E 550 E 550- 
Lab. investigations (ESR,. CRP, E 1770 E 890 
rheumatoid factor & FBC) 
TOTAL F- 3210 f. 2430 
Apparatus 
Details of -any essential apparatus or other- non-recurrent expenses requested to 
support the project. 
Recruitment E 815 (to advertise for staff) 
TOTAL £ 815 
8. Finance Requested 
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Salary 
Describe proposed appointment with salary ! ýcale, grade and enhancement 
premium (if appropriate) and employer's "on-costs" shown separately for each 
position, with names and/or qualifications where applicable. The premium 
applies to those awarded a PhD. Include name of candidate if known. 
Name Position Secretary 
Age Qualifications Scale 
_ 




Employers On-Cost @ 11% 
Year 1 Year 2 Year 3 
Estimated at mid-point on scale 
N/A 
TOTAL £1110 






Details of all materials and consumables required, with estimated costing for 
each year requested. 




Details of -any essential apparatus or other non-recurrent expenses requested to 
support the project. 
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3. Project Approved by: 
1. Head of Department 
2. Administrative 
Authority 
Name Dr. M. P. Byron (please print) 
Signature x-c, D,, C, i- vv _ Date «ýý "i "ßl3 . 
Name Mr. Ken Cunningham (please print) 
Signature 
Appointment Ifni t_ (: Pnera1 
late7'l' S- 
Address Stoke. Mandeville Hospital 
Mandeville Road,. 
Aylesbury, Bucks. 
HP 21 8AL 
3. Name, address and telephone number of the officer who'should be contacted 
regarding the administration of the grant if awarded (if different to 9.2 
above) 
Dr. M. A. Byron, 







Tel: 0296 316664/5- 
Applications, eight copies, single spaced typescript, should be sent to: - 
The. Research & Education Department 
The Arthritis & Rheumatism Council 
Copeman House 
St- Mary's Court 
St Mary's Gate 
Chesterfield 
Derbyshire S41 7TD 
(Tel: 0246 558033) 
to be POSTMARKED on or before one of the following dates for consideration 
at the next. meeting of the appropriate committee: 
27th January, 14th April, 4th August, 12th November 
Please ensure that all necessary documentation is included in the original 
application. We regret we are unable to accept additional paperwork after the 
deadline. 
FAXED COPIES ARE NOT ACCEPTABLE 
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10. PROPOSED RESEARCH PROJECT - please describe the project in 
clear simple terms, covering nor more than four sides of A4 
paper, under the following sub-headings: - 
1. Title 
2. Background information 
3. Aims and purpose of proposed investigation 
4. Detailed plan of investigation and specific procedures 
S. Justification for-support requested and relevance to the aims 
of the ARC 
1. Title: 
Cooing with rheumatoid arthritis: An investigation of the 
effectiveness of educationjself management interventions. 
2. Background information: 
Rheumatoid 
, 
arthritis [RA]'is a' severe and common chronic illness 
affecting 1-2% of the population. Patients require significant 
expenditure. of health -care resources. Many people -with RA 
experience distressing symptoms and long-term disabilities despite 
treatment. Poor levels of knowledge, 
* 
skills,., and 'adherence' to 
treatment recommendations -have been found in' people with RA, 
despite long disease histories - and regular. contact - with health 
professionals [Daltroy and Liang 1991]. Thus there is room to 
enhance treatment effectiveness and education/self management' 
programmes 'may be one way to achieve this. 
Green. -[1979] defines patient education as including all planned 
education activities aimed at- assisting patients in achieving. 
voluntary health behaviour changes. Review of patient education 
e. g. Mazzuca [1982],, suggest that'it can help people in coping 
with chronic illness- Recently there has been increased interest 
in patient educatioý in rheumatoid arthritis [Tucker and Kirwan 
1991]. - For example, work done'in America,, Lorig . 
[1989],, has shown 
that a IRA 
, education/self - management programmei 
resulted in the 
short terra in increased . 'knowledge,, coping skills, and change in 
belie 
, 
fs about RA. In the longer term it 'led to improved 
functional state, reduced pain, and improved psychological adjust- 
ment. - It . was also shown 
to save Consultant and - General 
Practitioner consultation time. .- 
It -is suggested that in RA active 'participation in - the'nanagement 
of the illness may maximize feelings of physical and psychological 
well being and minimize future complications and/or disabilities, 
for example: through exercise in RA. 
The mechanisms by which education/self management, interventions 
produce benefits are not well understood. Patients often have 
little understanding of the medical model of illness but they do 
have well constructed non-medical models of illness. it is 
suggested that these persqnal models, or mental representations of 
illness, influence levels of self care behaviour, and health out- 
comes,, in chronic illnesses. 
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. From research during the last decade 
in a wide range- of acute and 
chronic illnessess Leventhal and his colleagues have developed a 
model of mental representations of health and illness. e. g. 
[Leventhal, Meyer, and Nerenz [1980], Leventhal, Nerenz and Steel 
[1984]. This describes the personal models that people use to 
understand illness threats and respond'. to them. This model views 
people as active participants in managing their illness -and this 
approach has recently been advocated in patient - education by 
Funnell-F Anderson, Arnold, Barr, Donnelly, Johnson,, Taylor-Moon 
and White [1991]. The model suggests that how people interpret 
the illness experience affects their self- management of the 
illness, and 'consequently their future health outcome [Murray 
1990]. 
Iný the Rheumatology department we have conducted several pilot 
research- projects [Byron & Pimm 1992]. in the first study 
detailed interviews with * people with RA ý suggested that a large 
percentage were significantly anxious or depressed. In a later 
study screening over 100 consecutive out-patient clinic attepders 
it was found that over 25% were either*anxious or depressed. 
This research has led- to the development of an outý-patient 
education programme for people with RA [Pimm,, Amos,, and Byron 
1992].. An evaluation of this programme showed significant 
improvements in knowledge of RA [p<0.005],, knowledge of drugs 
[p<0.003]l arthritis - self management skills [p<0.0003],, - and 
perceived control over RA C*p<0.004]. This pilot suggests, that a 
short' out-patient education programme can' influence knowledge, 
skills, and attitudes. 
In conclusion, it seems likely. that the. provision of information 
and coping strategies, in a systematic way, to people with. chronic 
illnesses will result in improved physical and psychological well 
being. 
3. Ains and puiMgse of propgsed investigation 
To examine the effectiveness of providing. information and 
coping strategies,, to people with rheumatoid arthritiss, in 
addition to standard medical care. We are interested in 
assessing whether provision of this additional input results 
in (a) improved self care behaviour; (b) improved physical 
and psychological health outcomes; (c) better use 'of health 
service resources; (d) increased satisfaction with health 
service care. 
(ii) To investigate the psychological n6chanisms underlying the 
outcome of education/self management interventions. - 
particular, we wish to explore how people"s mental 
representations of chronic illness may affect their outcome. 
4. Detailed plan of investigation and spgcific pro--cedure 
The study will compare the effects of an education/self management 
intervention plus standard medical care with standard medical care 
in a single blind randomized controlled trial. 
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Subjects will be recruited via consecutive attenders at out- 
patient clinics at Stoke Mandeville Hospital. Subjects will have 
definite or classical rheumatoid arthritis, with established- 
disease, of at least one year. Subjects will be' randomly 
allocated to intervention or control groups [n=40 in each group].. 
subjects in the intervention groups will be invited to take part 
in a group which will meet for one hour per week over-eight weeks. 
The groups 'will -be led - by members - of the multi-disciplinary 
hospital team 
, 
including specialist nurses,, ' occupational 
therapists, physiotherapists, chiropodists, social workers,, and 
clinical psychologists. Each group-will have explicit educational 
objectives. The format of the groups will be. interactive, 
participants being encouraged 'to share the difficulties they have 
. experienced, and coping 'strategies which have -been 
helpful. 
Information about their disease and techniques for coping with it 
will be-taught. 
The sessions will cover: - the nature 
* 
of RA,, medication,,. joint 
protection, use of aids, exercise, hot*and cold-therapy, and foot 
carp,,, psychological 'adjustment,, coping' with illness, stress* and 
pain management, relaxation,, social relationships.. occupation, 
leisure, and finance. - 
Each individual education/self' management group will * have 5-7 
subjects so it is. planned to run 6-8 educational/self management 
groups. 
Assessment Will 'be made at the point of recruitment,, after an 
eight -week baseline period, following- the intervention, and. at six 
months follow-up. 
Most of the assessments will be carried out- by an Assistant 
Psychologist, who will be blind to whether people are in the 
Antervention or control groups. Assessments of subjects, who, will 
be' asked not to disclose treatment status,, will include semi- 
. structured 
interviews and questionnaires. Routine medical 
assessments will be carried-out at the time of each assessment. 
The demographic -data collected will 
include socio-economic status 
and educational level. It will be used to compare the sample with 
the general. population of people with RA,, * and to compare the 
intervention and control groups.. 
Assessment of subjects' mental' representations of illness will be 
carried out- using modified sem-structured interview measures used 
in previous studies, e. g. Hampson, Glasgow, and Toobert [19901. 
The standard medical assessments of disease activity and severity 
will include: duration of *early morning stiffness; Ritchie 
articular index; visual analogue scale for pain; ESR; full blood 
count; CRP; and rheumatoid factor. 
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outcome measures will also include assessments of functional 
ability e. g. Stanford Health - Assessment Questionnaire, knowledge 
about their disease,, skills for coping with their disease, self 
care behaviours e. g. 24 recall interviews, coping strategies, 
quality of life e. g. Arthritis Impact Measurement Scales, and 
emotional state, e. g. Hospital Anxiety and Depression Scale. 
It is planned that the study will begin in April 1993 *and Will 
take two years to complete. we envisage the bulk of i 
the 
interventions will take place during the first year, the second 
year will be devoted to follow-up assessments, statistical 
analysis and writing up. 
It is not anticipated that there will 'be. a0y. difficulty in 
obtaining sufficient numbers of subjects for the* study. From 
January 1991 * to March 1992 there 'were 2,074 ** referrals to the 
rheumatology service. Approximately 15% of these had RA, 
suggesting an estimated 240 new RA referrals per year. During the 
same period 8,692 people attended follow-up clinics. 
Approximately 60% had RA and they *attend on average. every 4 
months, -suggesting an. estimated 1300 "people with RA,, per year,, 
attend the follow-up clinics. 
5. Justification for support requested and relevance to'the aims 
of the ARC 
The grant applicants will be responsible f or . 
the overall 
administration of the study,,. planning, and . 
organisation of the 
interventions. We, wish to employ a research worker to interview 
the patients and complete the battery* of assessments. it - 
is 
essential that assessments are. carried out by'someone who is blilid 
to , treatment group. Time constraints and clinical commitments 
prevent the applicants from undertaking- both the assessments and 
the interventions. We feel that an Assistant Psychologist jo. 5 
w. t. e. ] would be appropriate for carrying out the assessments,, 
assisting with data analysis, and writing up. 
Relevance to aims of ARC: 
The research project proposed fulfils the three major aims of the 
ARC: study. of the psychological mechanisms assoqI ated with 
education/self, management interventions will give us greater 
knowledge -and understanding of the ef kect of RA on people; the 
controlled study will provide evidence of the effectiveness or 
otherwise of such intervention, thereby improving our. overall care 
of people with RA; dissemination of the data produced will promote 
better understanding among patients and health professionals about 
RA and will provide information of interest and benefit to the 
general public. 
There is already a great deal of intp; 7est about self-management 
programmes* amongst all who care for people with arthritis. This 
is a very good time to be applying sound scientific tests to the 
programmes on offer. 
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APPENDIX I 
Scientific references to the application: 
Byron M. A. & Pimm T. J. (1992). Perceived control in arthritis. In J. Kirwan & S. Selley 
(Eds. ). Arthritis and the psyche. Arthritis and Rheumatism Council, conference proced- 
ings, 9, pp. 30-35. 
Daltroy H. and Liang H. (1991). Advances in patient education in rheumatic disease. 
Annuals of Rheumatic Diseases, volume 50, pp. 415-417. 
Funnell M. M., Anderson R. M., Arnold M. S., Barr P. A., Donnelly M., Johnson P. D., 
Taylor-Moon D., & White N. S. (1991). Empowerment: an idea whoseý'time has come. 
Diabetes educator; volume 17: 1; pp. 37-41. 
Green L. W., Krueler M., Partridge K. B., & Deeds S. G. (1979). Health education planning:. 
A diagnostic approach. California Mayfield: Palo. 
Hampson S. E., Glasgow R. E., & Toobert D. J. (1990). Personal models of diabetes and their 
relations to self-care activities. Health Psychology: 9(5); pp. 632-646. 
Leventhal H., * Meyer. D., & Nerený; D4R. (1980). The common sense representation of illness 
danger. In S. Rachman (Ed. ).,. Contributions to medical psychology (vol.. 2), pp. 7-30. New 
York: Pergamon Press. 
Leventhal H., Nerenz D. R., A Steel D. J. (1984). Illness representations and coping with 
health threats. In Baum A, Taylor S. E. .& Singer J. E. 
(Eds. ). Handbook of psychology 
-and health 
. (volume 4), pp. 219-252. Hillsdale. N. J.: Lawrence Erlbaum Associates. 
Lorig K. (1989). Development cýnd evaluation of a scale 
, 
to measure perceived self'efficacy 
in people with arthritis. Arthritis Rheum., 32, pp. 37-44. 
Mazzuca S. A. (1982). Does patient education in chronic disease have 'therapeutic value. 
Journal of Chronic Diseases. volume 35, pp. 521-529. 
Murry M, (1990), Lay representation'of illness. In 'Bennett P., Weinman J., & Spurgeon P. 
(Eds. ). Current development in health psychology. London: Harwood. 
Pimm -T. J., Amos M., & Byron M. A. (1992). Evaluation of an out-patient education 
programme for people with rheumatoid arthritis. British Journal of Rheumatology; 
XXXI; -pp. 77. 
Tucker M. & Kirwan J. (1991). Does patient education in RA have therapeutic potential. 
Annuals of the Rheumatic'Diseases, volume 50,, pp. 422-428. 
a 
APPENDIX 11 
Details of facilities available and other-support: 
1. Facilities available to support proposed research 
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Access to out-patient clinics at Stoke Mandeville Hospital discussed and agreed 
with consultants involved. 
(ii) Education/self managemen .t programme already running with appropriate professionals. 
(iii) Rooms are available for-the programme and research assessments. 
(iv) Computing facilities f6r statistical analysis are available locally. 
M The' research will form part of a PhD for T. J. Pimm. Research supervision has 
been arranged. 
Academic Supervisor: Professor J.. Weinman, Unitof Psychology. 'Guys Hosp., London SEI 9R 
Clinical Supervisor: - Dr. A. D. Tyerman, Consultant Clinical Psychologist, 
Physical Health & Rehab. Speciality, Rayners Hedge, 
Croft Road, Aylesbury. 
2. Grants and financial support currently held by the applicant/s - (if YOU have 
held or are currently holding an ARP grant, please complete APPENDIX, Ila) 
Development of a self management programme for people with rheumatoid arthritis. 
Staff are funded to organize and develop the project. 
Rheumatology Nurse Specialist (Grade H, -0.5 w. t. e. ) = E9,200 
Clinical Psychologist (Grade A, 0.1'w. t. e. ) = E2,200 
Overhebid Projector = E300 
Production of literature for-education pack = £250 
Oxford Regional Health Authority: Clinical Innovation. Fund 
Duration of project: 2 years 
Funding was awarded to support the provision and development of the RA education/. 
self management programme. Wfien the project grant was awarded it- was suggested. we 
seek funding to carry out a rigoi-oug randomized controlled trial of. this innovative 
intervention. 
3. Has this or a related application currently or previously been submitted 
elsewhere (including the ARC)? *YES/M (if yes, please-give details) 
Oxford Regional Locally Organised Research Fund (September 1992). 'This is still 
under consideration but due to recent re-organisation and financial uncertainty 
decisions may not be made for some time. 
4. Is the proposed research likely to lead to patentable. or commercially 
applicable data or apparatus? *M/NO (if yes, please give 
details) 
5. Has Ethical Committee approval been obtained? *YES/P$Vb1W APPLICABLE 
6. Have the relevant animal licences been obtained? *YES/K0AW3LXMHNWW&M 
IMPORTANT: Please see 'Guidlines for Applicants", Faragraph 7. 
* please delete where appropriate 
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APPE14DIX Ila - please use a separate sheet for each ARC grant which has been 
held by any applicant. within the last 5 years 
1. Project Title & ARC reference number: 
2. Duration (in years): 
3. Start date: 4. End date: 
5. Grant holders: 
Name of per'soh/s employed on the grant (if appropriate): 
7. Give a brief summary of your. current perception of the significance of the 
work done (eq, 'as an increment to -knowledge, conceptual or methodological 
advance, contribution to I medical 
'practice, training, industrial exploitability) 
and of the project's signfflcýnce for your own or your colleagues' scientific 
-development. 
8. List scientific papers directly resulting from this grant (full papers' 
published or "in press" in refereed journals with title,. pagination'and 
co-authorship) 
I 




Bucks. HP19 3DX Your Ref: 
264 RMH/j Ik Telephone: AYLESBURY (0296) 437501 Ext ........ Our Ref: Fax: AYLESBURY (0296) 437075 
8 October 1992 
Mr J Pimm 
Senior Clinical Psychologist 
RAYNERS HEDGE 
Dear Mr Pimm 
-1 - 
Re: Project NC435 An investigation of' the effictiveness of education/self 
-management inierventions for* diabetes m'ellitus (Type 2) and 
rheumatoid arthritis 
I 'refer to your application to the Local Research Ethics -. Committee for 
consideration of the above project. I* am pleased to inform you that the Committee 
approves the project on ethical grounds. 
Ethical approval by the Comm 
" 
ittee is not an authority to proceed. you-are advised 
to discuss your proposal. with all heads of departments and others who might be 
affected, particularly if there are financial and/or staffing implications. 
Please note that your research may be subject to review annually by the Committee. 
Yours -si;? rely 
RM HILT 
Secretary to Local Research Ethics Committee 




Curriculum vitae of applicant/s (please use separate sheet for each person) 
1. ' Surname Forename(s) Date of Birth 
P1MM Theo John 16.10.64 
2. Degrees (subject, class, university and date): 
BPS Diploma in Clinical Psychology, Oxford Regional In-service Training Course 
in Clinical Psychology 1989. 
3. Current post (if personal support is requested please _give source of 
funding): 
Ist October 1992 : Principal Clinical Psychologist, Physical Health & Rehabilitation, 
Aylesbury Vale Community Health Care NHS Trust. 
4. Summary of previous posts (with dates): 
August 1990 - Sept., 1992'.: Senior Clinical Psychologist, . Physical Health & Rehabilitation, 
Aylesbury Vale Health. Authority 
October 1989 - July 1990 : Basic Grade Clinical Psychologist, 
Mental Health, 
St. John's Hospital, 
Aylesbury Vale Health Authority. 
5. List your most important recent research publications (up'to a maximum of 10): 
Byron M. A. & PimM T. J. (1992). Perceived j control in arthritis. In Kirwan J.. & 
Selley S. (Eds. ). Arthritis and the psyche. Arthritis and Rheumatism Council, 
conference proceedings, 9,. pp. 30-35. 
Garland J., Lewis J., & Pimm J. (1989). We have normality: - Increasing the probability 
of recruitment for work with older peopýe. Clinical Psychology Forum, 19, pp. 9-12. 
Pimm T. J., Amos. M., & Byron M. A. (1992). Evaluation of an out-patient education 
programme for people with rheumatoid arthritis. British Journal of Rheumatology; 
XXXI; pp. 77.. 
Pimm T. J., Salih A. M., 7yerman A. D., & Byron M. A. (1990). Emotional impact of 
rheumatoid arthritis: Role of perceived control. Brit'sh Journal of Rheumatology; 
XXIX, pp. 93. 
Pimm T. J. & Tyerman A. D. (1991). The emotional impact of multiple sclerosis: Role 
of perceived controlý In Eurooean Health Psychology: Proceedings of the 4th annual 
conference; pp. 122-123. 





Curriculum vitae of proposed research staff (please use separate sheet for each 
person) 
1. Stirname Forename(s) Date of Birth 
2. Degrees (subject, class, university and date) 
3. Current post (please give source of funding) 
4. Summary of previous posts (with dates) 
5.. List your most important recent research publications (up to a maximum of 10) 
6. Number of hours -per working week to be spent on this project: 
7. Names and addresses of two referees: 
(2) 
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APPENDIX V 
Full contact addresses of all applicants: 
Applicant A; 
Title MII- Initials T. j. Surname Pimm 
Designatory Letters BA (Oxon. ), Dip. Clin. Psychol.., Chartered Clinical Psychol6gist 
Post Held Principal Clinical Psychologist 
Department Physical Health and Rehabilitation 
Institution Address Oxford Regional Rheumatic Diseases Research-Centre, 
_ 
Stoke Mandeville Hospital, Mandeville Rd., Aylesbury, 
Bucks. 
Post Code HP21 BAL Tel No 0296*316664/5 
Applicant -B; 
Title - Dr. Initials M. A. Surname Byron 
Designatory Letters MD. , MRCP 
Post Held C onsultaht in Rheumatology and Rehabilita t ion 
Department Rheumatology 
Institution. Address Oxford Regional Rheumatic Diseases Research Centre, 
Stoke Mandeville Hopsital, Mandeville Rd., 'Aylesbury, 
Bucks. 










Post Code Tel No 
APPENDIX D 
Inclusion / Exclusion Criteria 
COPING WITH-RHEUMATOID ARTHRITIS; AN INVESTIGATION OF 
THE THERAPEUTIC BENEFITS OF EDUCATION/SELF MMAGEMEM 
INTERVENTION 
Inclusion and Exclusion Criteria 
1. Revised Diagnostic criteria for Rheumatoid 
Arthritis, [American Rheumatism Association 19871. - 
2. More than one year since diagnosis. 
3. Aged 16-70 years.. 
4. Able to attend five hospital appointments and six 
weekly group sessions over the next year. 
5. Reasonable understanding of English. 
6. No history of severe mental illness. 
7. Not participated in the study's pilot groups. 
If you feel that it may be appropriate for a patient to 
be withdrawn from the study, after recruitment, on the 
basis of medical grounds, please discuss it f irst with 
Dr. Byron. 
APPENDIX E 
Patient Information Sheet 
Consent Forms 
GP Letters 
PATIENT INFORMATION SHEET 
My name is John Pimm. I am a psychologist- working in the 
Rheumatology Department at Stoke Mandeville Hospital with Dr. 
Byron and Dr. Webley. 
We are currently conducting a research study to find -out-what 
P. eople with rheu. 'mat6id arthritis think about their illness and 
how they cope with it. The study is funded by the Arthritis 
and Rheumatism Council. 
The study wi. 11 take place over one year and will involve 
interviews, filling in questionnaires, and routine medical 
assessments on five occasions. The first appointment will be 
in the next two* weeks, and after that they will be at six 
weeks. three months, six. months, and one year. You may also 
be chosen, at random, to pdrticipate in weekly group meetings 
over six weeks. 
Whether or not you decide to participate in the study will not 
affect the treatment you receive. All the information you 
provide will be confidential. You would be free to leave the 
study. at any time, without giving a reason, And this would not 
affect your treatment in any way. 
I would be grateful if you would let us know whether or not 
you would like to participate in the study by filling in the 
attached informed consent form. Please give it to the clinic 
doctor when you go in-for your appointment. 
After you appointment please tell Sister *Mary Amos if you 
would like to take part in the study. 
Please contact Sister Mary Amos if you have* any questions by 
writing or telephone her at the above address. 
Yours sincerely, 
John Pimm 
Principal Clinical Psychologist 
/ 
I 
INFORMED CONSENT FORM 
Name [Capital letters'] ........................... 
I understand that I. have been invited to participate in a 
research study about what people think about ' 
rheumatoid 
arthritis and how they cope with *it. This would involve 
interviews, questionnaires, and routine medical assessments. 
It may involve attending group meetings. I understand that 
whether or not I decide to participate will not affect the 
treatment I receive. I also understand that all the 
information I provide will be confidential, I understand 
that I would be free to leave the study at. any time without 
giving a reason, and that this would not affect my. treatment 
in any. way. 
I agree to participate in the research study. 
YES NO [Delete as applicable. ] 
Signature .................... 
Date ....................:... 
Please give this to the clinic doctor when you go in for your 
appointment. - 
After you appointment please tell Sister Mary Amos if You 
would like to take part in the study. 
z 
MEDICAL CONSENT FORM 
Name [attach sticker] 
p 
'I understand that the- above patient -has been invited to 
participate. in a research study about what people think about 
rheumatoid arthritis and how they cope with it. This would 
-involve . 
interviews. questionnaires, and routine medical 
assessments. It may involve attending group meetings ,I understand that whether or not they decide to participate will 
not affect the treatment they receive. I also understand that 
all the information they provide will be confidential'. I 
understand that they would be free to leave'the study at any 
time without giving a reason, and that this would not affect 
their treatafeqt in any way. 
I agree to the above patient participating in the research 
study. 
YES NO- (Delete as applicable. ] 




Please return the forms to the patient and ask them to give 
the forms to Sister Mary Amos. 
2 
r 
GENERAL PRACTITIONER LETTER 
Dear Dr. 
Your patient has agreed to take part in a study investigating 
how people cope with rheumatoid arthritis. This is a single 
blind randomized controlled study requiring five appointments 
with a research psychologist over the-next year. ' If you would- 
like to know- more about the study please do not hesitate to 
contact me. 
Yours sincerely, 
Dr. Margaret Byron 




1. Background Information Schedule 
2. Numerical Rating Scale for Pain 
3. Graphic Rating for Pain 
4. Visual Analogue Scale for Pain 
5. Pain Distress 
6. Health Assessment Questionnaire 
7. Arthritis Impact Measurement Scales 2 
8. Physical Activities / Therapies for Arthritis - Everyday Activities Scale 
9. The Hospital Anxiety and Depression Scale (HADS) 
10. PANAS 
11. POMS 
12. Revised Patient Generated Index 
13. Illness Perceptions Questionnaire 
14. Arthritis Self-Efficacy Scale 
15. Generalised Self-Efficacy* Scale 
16. COPE (Modified Version) 
17. Modified Coping Strategies Questionnaire 
18. Physical Activities / Therapies for Arthritis - Self-Management Behaviours 







OCCUPATION [Current, previous, spouse's] 





ALTERNATIVE THERAPISTS YES/NO 
OTC MEDICATION YES/NO 
SPECIAL DIET YES/NO 
/ 
Please mark an X on the line below to describe how 




No Pain could be. 
0 100 
z 
Please mark an X on the line below to describe how 
INTENSE your arthritis pain has been during the past two 
weeks. 
Pain as 
No bad as 
Pain could be. 
Slight Moderate ' Severe 
3 
Please mark an X on the line below to describe how 
INTENSE your arthritis pain has been during the past two 
weeks. 
Pain as 
No bad as 
Pain could be. 
.4 
Please mark an X on the line below to describe how 







HEALTH ASSESSNINT QUESTIONNAIRE 
parne ............... ... ............................................. . Date.. ..... ...... . ........... .... . ............ 
We are interested in learning how your illness affectg your ability to function in daily life. 
please feel free to add any comments at the end of this form. 
PLFEASE TICK THE ONE RESPONSEWHICH BE9TDESCR)BES YOUR USUALABILMES 
C)VER THE PAST WEEK: 
C)RESSING AND GROOMING 
Are. you able to: 
- Dress yourself. including tying shoelaces 
and doing buttons? 
- Shampoo your hair? 
RISING 
Are you able to: 
- Stand up from an armless straight chair? 
-Getinandoutotbed? 
EATING 
Are you able to., 
- Cut your meat? 
- Uft a full cup or glass to your mouth? 
- Open a new carton of milk (or soap 
powder)? 
WAWNG 
Are you able to: 
- Walk outdoors on flat ground? 
Climb up five steps? 
WithoutANY With SOME With MUCH Unable 
difficulty difficulty difficulty to do - 
......................... ........ . ............... ...................... ........................... 
......................... ......................... ............ ............ ......................... 
......................... .......... It ............. ......................... ......................... 
LF E %-S THAT YOU USUALLY USE FOR ANY OF THESE ACTIVITIES: ASr- TICK ANY AIDS OR DEVICE 
............. Cane .... ........ Devices used 
for dressing (button hook. zipper pull. long handled 




Built-up or special utensils 
............. 
Wheelchair Special or built-up chair 
Other (specify) ........................................................................................................................................ 
LFASE TIMANY CATEGORIES FOR WHICH YOU USUALLY NEED HELP FROM ANOTHER PERSON: 




Rising ............. Walking 
tEASE TICK THE ONE RESPONSE WHICH BEST DESCRIBES YOUR USUAL ABILITIES 
WER THE PAST WEEK 
HYGIENE 
Are you able to: 
- WaSh and dry your enfire body? 
-Take a bath? 
- Get on and off the toilet? 
REACH 
Are you able to: 
WithoutANY WithSOME With MUCH Unable 
difficulty difficulty diffic0ty to do 
Reach and get down a Sib object (e. g. a bag 
of potatoes) from just above your head? ..... . ................ ......................... * ......................... -------- - --- -- -------- 
- Bend down to pick up clothing from . the 
floor? ý 
GRIP 
Are you able to: 
- open *car doors? 




Are ycu able to: 
. -ý Run errands. and shop? 
- Get in, and out of a car? 
... . .................... ................ 4 ........ 
............ . ........... .............. . ......... 
Do chores such as vacuuming. -housework 
or light gardening? ... . ....... . ........... ......................... ......................... ............. 
,, 
EASE TICK ANY AIDS OR DEVICES THAT YOU USUALLY USE FOR ANY OFTHESE ACTIVITIES: 
............. Raised toilet seat ......... .... Bath rail 
....... .... Bath seat ............. 
Long handled appliances for reach 
.... . ....... Jar opener (forjafs 
Other (specity) .................................................. ............... ............ 
previously opened) 
, I=ASE 
TICK ANY CATEGORIES FOR WHICH YOU USUALLY NEED HELP FROM ANOTHER PERSON: 
...... . .... Hygiene ..... ....... Qripping and opening things C. 
.... ........ Reach ......... ... Errands and housework 
Questionnaires: 
Ardiritis Impact Measurement Scales (AIMS 2) 
E-4 
ARTHRITIS IMPACT MEASUREMENT SCALES 
Instructions: Please answer the following questions about your health. Most questions ask about your 
health during the past two weeks. There are no right or wrong answers to the questions and most can be 
answered with a simple check (X) 
Please begin by providing the following information about yourself 
NANE: 
ADDRESS: 
PHONE: TODAY'S DATE; 
9 
Please check (X) the most appropriate answer for each question. 
These questions refer to MOBILITY 
During the past two weeks All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
1. How often were you physically able 
to drive a car or use public transport? 
2. How often were you out of the house 
for at least part or all of the day? 
3. How often were you able to do 
en-ands in the neighbourhood? 
4. How often did someone have to assist 
you to get around outside your home? 
How often were you in a bed or chair 
for most or all of the day? 
These questions refer to WALKING AND BENDING 
During the past two weeks All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
6. Did you have trouble doing vigorous 
activities such as running, lifting heavy 
objects, or participating in strenuous 
sports? 
7. Did you have trouble either walking 
several blocks or climbing a few flights 
of stairs? 
S. Did you have trouble bending, 
lifting or stooping? 
Did you have trouble either walking 
one block or climbing on flight of stairs? 
10. Were you unable to walk unless 
assisted by another person or by a cane, 
crutches or walker? 
IG', 
Please check (X) the most appropriate answer for each question. 
These questions refer to HAND AND FINGER FUNCTION 
During the past two weeks... All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
11. Could you easily write with a pen 
or pencil? 
12. Could you easily button a shirt 
or blouse? 
13. Could you easily turn a key in 
a lock? 
14. Could you easily tie a knot 
or a bow? 
15. Could you easily open a new 
jar of food? 
These questions refer to ARM FUNCTION 
During the past two weeks... All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
16. Could you easily wipe your mouth 
with a napkin? 
17. Could you easily put on a pullover 
or sweater? 
18. Could you easily comb or brush 
your hair? 
19. Could you easily scratch your low 
back with your hand? 
20. Could you easily reach shelves 
that were above your head? 
1/ 
Please check (X) the most appropriate answer for each question. 
These questions refer to SELF-CARE TASKS. 
During the past two weeks 
2 1. Did you need help to take a bath 
or shower? 
22. Did you need help to get dressed? 
23. Did you need help to use the toilet? 
24. Did you need help to get in or out 
of bed? 
Very Almost 
Always Often Sometimes Never Never 
(1) (2) (3) (4) (5) 
These questions refer to HOUSEHOLD TASKS. 
During the past two weeks 
25. If you had the necessary 
transportation, could you go shopping 
for groceries without help? 
26. If you had kitchen facilities, could 
you prepare your own meals without 
help? 
27. If you had household tools and 
appliances, could you do your own 
housework without help? 
28. If you had laundry facilities, could 
you do your own laundry without 
help? 
Very Almost 
Always Often Sometimes Never Never 
(1) (2) (3) (4) (5) 
9 
Please check (X) the most appropriate answer for each question. 
These questions refer to SOCIAL ACTIVITY 
During the past two weeks 
29. How often did you get together 
with friends or relatives? 
30. How often did you have friends 
or relatives over to your home? 
3 1. How often did you visit friends 
or relatives at their homes? 
32. How often were you on the telephone 
with close friends or relatives? 
33. How often did you go to a meeting 
of a church, club, team or other group? 
All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
These questions refer to SUPPORT FROM FAMILY AND FRIENDS 
During the past -two weeks-. 
Very Almost 
Always Often Sometimes Never 
(1) (2) (3) (4) 
Never 
(5) 
34. Did you feel that your family or 
friends would be around if you 
needed assistance? 
35. Did you feel that your family or 
friends were sensitive to your 
personal needs? 
36. Did you feel that your family or 
friends were interested in helping 
you solve problems? 
37. Did you feel that your family or 
friends understood the effects of 
your arthritis? 
e 
Please check (X) the most appropriate answer for each question. 
These questions refer to ARTHRITIS PAIN 
During the past two weeks 
Severe Moderate Mild 




3 S. How would you describe the arthritis 
pain you usually had? 
During the past two weeks... 
39. How often did you have severe 
pain from your arthritis? 
40. How often did you have pain in 
two or more joints at the same time? 
4 1. How often did your morning 
stiffness last more than one hour from 
the time you woke? 
42. How often did your pain make it 
difficult for you to sleep? 
These questions refer to WORK. 
All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
Paid House School 
During the past two weeks... work work work Unemployed Disabled Retired 
What has been your 
main form of work? 
If you answered unemployed, disabled or retired, please skip the next four questions and go to the next 
page. If you answered paid work, house work or school work, please answer the following questions. 
During the past two weeks... All Most Some Few No 
Days Days Days Days Days 
(1) (2) (3) (4) (5) 
44. How often were you unable to do 
any paid work, house work or school 
work? 
45. On the days that you did work, how 
often did you have to work a shorter day? 
46. On the days that you did work, how 
often were you unable to do your work as 
carefully and accurately as you would like? 
47. On the days that you did work, how 
often did you have to change the way 
your paid work, house work or school 
work is usually done? 
/u1 
Please check (X) the most appropriate answer for each question. 
These questions refer to LEVEL OF TENSION. 
During the past two weeks Very Almost 
Always Often Sometimes Never Never 
(1) (2) (3) (4) (5) 
48. How often have you felt tense 
or highly strung? 
49. How often have you been bothered 
by nervousness or your nerves? 
50. How often were you able to relax 
without difficulty? 
5 1. How often have you felt relaxed 
and free of tension? 
52. How often have you felt calm 
and peaceful? 
These questions refer to MOOD 
During the past two weeks Very Almost 
Always Often Sometimes Never Never 
(1) (2) (3) (4) (5) 
53. How often have you enjoyed 
the things you do? 
54. How often have you been in 
low or very low spirits? 
55. How often did you feel that nothing 
turned out the way you wanted it to? 
56. How often did you feel that others 
would be better off if you were dead? 
57. How often did you feel so down in 
the dumps that nothing would cheer 
you up? 
/Y- 
Plaese check (X) the most appropriate answer for each question 
These questions refer to satisfaction with each health area. 
Very Somewhat 
Satisfied Satisfied 
During the past two weeks... (1) (2) 
58. How satisfied have 
you been with each of 
these areas of your 
health? 
Mobility 
(example: do errands) 
Walking and Bending 
(example: climb stairs) 
Hand and Finger Function 
(example: tie a bow) 
Arm Function 
(example: comb hair) 
Self-Care 




(example: visit friends) 
Support from family 
(example: help with 
problems) 
Arthritis Pain 
(example: joint pain) 
Work 
(example: reduce hours) 
Level of Tension 
(example: felt tense) 
Mood 




Nor Dis- Somewhat Very Dis- 
satisficd Dissatisfied satisfied 
(3) (4) (5) 
/6 
Please check (X) the most appropriate answer for each question. 
These questions refer to arthritis impact on each area of health. 
59. How much of your problem in each area of health was due to your arthritis? 
Due Partly 
Due Due to Arthritis Due Due 
Not a Entirely Largely and Partly Largely Entirely 
Problem To Other To Other To Other To My To My 
During the For Me Causes Causes Causes Arthritis Arthritis 
past two weeks... (0) (1) (2) (3) (4) (5) 
Mobility 
(c. g: do errands) - -- - 
Walking and 
Bending 
(c. g: climb stairs) 
Hand and 
Finger Function 
(e. g: tie a bow) 
Arm Function 
(e. g: comb hair) 
Self-Care 
(e. g: take a bath) 
Household 
Tasks 
(e. g: housework) 
Social Activity 




(e. g: help with 
problems) 
Arthritis Pain 
(e. g: jointpain) 
Work 




(e. g: felt tense) 
Mood 
(e. g: down 
in the dumps) 
You have answered questions about different areas ofyour health. These areas are listed below. 
Please check (X) up to three areas in which you would like most to see improvement. Please read all 
12 areas of health choices before making your decision: 
60. Areas of Healdi 
Mobility 
(example: do errands) 
Walking and Bending 
(example: climb stairs) 
Hand and Finger Function 
(example: tie a bow) 
Arm Function 
(example: comb hair) 
Self-Care 




(example: visit friends) 
Support from family 
(example: help with 
problems) 
Arthritis Pain 
(example: joint pain) 
Work 
(example: reduce hours) 
Level of Tension 
(example: felt tense) 
Mood 
(example: down in 
the dumps) 
Three areas for improvement 
Please make sure that you have checked no more than Three Areas for improvement. 
Please check (X) the most appropriate answer for each question. 
These questions refer to your current and future health. 
Excellent Good Fair Poor 
(1) (2) (3) (4) 
6 1. In general would you say that 
your health now is excellent, good, 
fair or poor? 
Neither 
Satisfied 
Very Somewhat Nor Dis- Somewhat Very Dis- 
Satisfied Satisfied satisfied Dissatisfied satisfied 
(1) (2) (3) (4) (5) 
62. How satisfied are 
you with your health 
now? 
Due Due 
Not a Entirely Largely 
Problem To Other To Other 
For Me Causes Causes 
(0) (1) (2) 
63. How much of 
your problem with 
your health now 














64. In general do you expect that your 
health 10 years from now will be 
excellentý good, fair or poor? 
Good Fair Poor 
(2) (3) (4) 
No Problem Minor Moderate Major 
at all Problem Problem Problem 
(1) (2) (3) (4) 
65. How big a problem do you expect 
your arthritis to be 10 years from now? 
/; 1 
Please check (X) the most appropriate answer for each question. 
This question refers to Overall Arthritis Impact. 
Very Well Well Fair Poor Very Poorly 
(1) (2) (3) (4) (5) 
66. Considering all the ways that 
your arthritis affects you, how well 
are you doing compared to other 
people your age? 
67. What is the main kind of arthritis that you have? 
How many years have you had ArMtis?. 
During the past two weeks 
69. How often have you had to take 
medication for your arthitis? 
Rheumatoid Arthritis 
Osteoarthritis / Degenerative Arthritis 






Low Back Pain 
Tendonitis / Bursitis 
Osteoporosis 
Other 
All Most Some 
Days Days Days 






Please check (X) yes or no for each question. 
70. Is your health currently affected by any of the following medical problems? 
YES NO 
(1) (2) 









Ulcer or other Stomach Disease 
Anaemia or other Blood Disease 
YES NO 
(1) (2) 
7 1. Do you take medicine every day for any 
problem other than your arthritis? 
YES NO 
(1) (2) 
72. Did you see a doctor more than three 




Physical Activities / Therapies for Arthritis - Everyday Activities Scale 
Listed below are 18 common daily activities. Please indicate how often you do each of these activities 
by circling a number on the scale listed below each activity. 
1. Wash dishes. 
01 2 3 4 5 6 
Never Very often 
2. Mow the lawn. ( Tick here if you do not have a lawn to mow) 
01 2 3 4 5 6 
Never Very often 
3. Go, out to eaL 
01 2 3 4 5 6 
Never Very often 
4. Play cards or other games. 
01 2 3 4 5 6- 
Never Very often 
5. Go grocery shopping. 
01 2 3 4 5 6 
Never Very often 
6. Work in the garden. 
01 2 3 4 5 6 
Never Very often 
7. Go to a movie. 
0 2 3 4 5 6 
Never Very often 
8. Visit friends. 
0 2 3 4 5 6 
Never Very often 
9. Help with the house cleaning. 
01 2 3 4 5 6 
Never Very often 
10. Work on the car. (_Tick here if you do not have a car) 
01 2 3 4 5 6 
Never Very often 
I ol 
Of-04, 
11. Take a ride in a car or a bus. 
012345 6 
Never Very often 
12. Visit relatives. (_Tick here if you do not have relatives within 100 miles). 
012345 6 
Never Very often 
13. Prepare a meal. 
012345 6 
Never Very often 
14. Wash the car. (Tick here if you do not have a car) 
012345 6 
Never Very often 
15. Take a trip. 
012345 6 
Never Very often 
16. Go to a park or a beach. 
012345 6 
Never Very often 
17. Do the laundry. 
012345 6 
Never Very often 
18. Work on a needed household repair. 
012345 6 
Never Very often 
How many arthritis and related visits did you make for routine check-ups? 
(That is the doctor suggested the visit. ) Do not include visits while in hospital. 
In the past four months. 
How many arthritis and related visits did you make for a specific problem? 
(Iffiat is the appointment was made without the suggestion of your doctor). 
In the past four months. 
2$ 
This scoring device may be folded back prior to completion 
C4 f') - 40 0-"W> 
ei 
,: -, Z. rA 
Fold back 
-------- ----------------------- ----------------- 











0- tQ 46. ) 
0"»= 
ýZ. - -Ii. 
G; " ;; q» 7 
S. Z =2L= 
cr 0 c =* olk 
. Z. :; 
UA t4 -0a 
=. a = 
no 
=- t4 f-. b 
cr 
E' Z tu 
cr = ;1 
Z C- Z = r-. m i. 
=Z -J , C 






Z :: =nV, 
=Z;; => 
ýz =, ý -V 
: 77 















w= f"b 223 ;0=W -i 
A 
m 
0 :0. Mm 
: -, == 07 
;;:, - == ;t ie 










V" C- =A 
ti 33 =" 
w pr q= 
=0 -=. -Z 
. 
7. -. 5; :A 
"0 n tA 0 W- 
:A. zol - 






, %Ioeq plo. 4 
C- ej Cb 
C. 6 W -. 0v 
-- bä %,., 




4 Je e, 
PANAS 
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then mark the appropriate answer in the space next to the word. 
Indicate to what extent you have felt this way in the past week. Use the following 
scale to record your answers. 
12345 
Very slightly a little moderately quite a extremely 
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MUMED PATIENT GENERATED INDEX: Exmpjcs 
Below are two examples showing you how to fill in the question on the previous page. 
They just show the type of answer the question is loolcing for, not the right answer. 
Example 1: A young man suffering from INJ%N ý" 
PART I PART 2 PART 3 
Playing footbaU 1 -4-0- 
11 12 13 -14 1><l 6 17 [89 10 
Work 11 12 13 14 '15 16 '1)1ý, j 8 19 110 
Playing s-no-oke-r-1 -4 
-0 "1 2 13 bK15 16 17 18 19 
_I 
10 
Lifting things -4-0-ý71 12 
13' 14 15 7 18 19 1 IF] 
Social life 1-12 13 14 D< 6--l 7 -f 8 19 110-1 
AM odwr -1-40 -11 12 13 14 15 16 f>ng 19 110 
Example 2: An older lady suffering ftom 
AVN"W, % 
PART I PART 2 PART 3 
16 17 Is 19 Shopping 10 
Climbing 11 12 13 5 16 17 18 19 1 lio- 
Housework -4ýý2 LJ4_IX6 
17 Is 19 1 loý 
1 -40 11 
12 D<1-4 15 16 17 Is 19 1101-+ 
I sitting 4 0-11-12 4-15 16 17 1, S 19 11071 
Aflothff 2_ 13 1 4-T 5' bKj 7 18 T 
Ir 
. dr 1-0- 
OZO- 
IPQ 
Please circle how often you experience the following symptoms as part of your arthritis? 
Pain All the time Frequently Occasionally Never 1 
Nausea All the time Frequently Occasionally Never 2 
Breathlessness All the time Frequently Occasionally Never 3 
Weight Loss All the time Frequently Occasionally Never 4 
Fatigue All the time Frequently Occasionally Never 5 
Stiff or sore joints All the time Frequently Occasionally Never 6 
Sore eyes All the time Frequently Occasionally Never 7 
Headaches All the time Frequently Occasionally Never 8 
Upset stomach All the time Frequently Occasionally Never 9 
Sleep difficulties All the time Frequently Occasionally Never 10 
Dizziness All the time Frequently Occasionally Never 11 
Loss of strength All the time Frequently Occasionally Never 12 
Here are a number of statements about your illness. Please indicate how much you 
agree or disagree with them by ticking the appropriate box. 
Strongly Agree Neither agree Disagree Strongly 
agree or disagree disagree 
mptl oms of my arthritis change 
Flbesy 
13 
t aa a gr at 'deal from day to day. 
s n nj) T The he s;: ptoms of my arthritis are 14 
distressing to me. 
The symptoms of my arthritis are 15 
puzzling to me. 
Overall, my symptoms have become 16 
worse with time. 
My arthritis will last for a long time. 17 
My arthritis will improve with time. 
1 
18 
I am aware of my illness all of the 19 
time. 
[-My arthritis. will last a short time. 20 
IPQ 
Strongly Agree Neither agree Disagree Strongly 
agree or disagree disa ee 
It was just by chance that 1 21 
became ill. 
Other people played a large role in 22 
causing my illness. 
My Illness is genetic. 23 
Stress was a major factor in causing 24 
my illness 
Diet caused a major part in causing 25 
my illness 
Pollution of the environment 26 
caused my illness 
My illness is directly due to my 27 
own behaviour 
A germ or virus caused my illness 28 
' What I do will determine whether 29 
my illness gets better or worse 
Ile course of my illness is largely 30 
dependant on chance or fate 
Whether my illness gets better or 31 
worse depends mainly on the skill 
of my doctor 
My treatment will be effective in 32 
curing my illness 
I find varying the doses of my 33 
edicines, to ones different from wh,, 
my doctor has prescribed, helps my 
symptoms 
The medicines I take can usually 34 
control my symptoms 
y illness has not had much effect oi 35 
my life. 
My illness has become easier to 36 
live with. 
oarft imagine my life without arthriti 37 
My illness has strongly affected the 38 
way I see myself as a person. 
There is a lot which I can do to 39 
control my symptoms. 
There is very little that can be done 40 
to improve ay illness. 
11r) 19 ýN 1 4-0 
WQ 
Please circle how often you experience the following symptoms as part of your arthritis? 
Pain All the tim F. requendy Occa sionaUy Never 
Nausea. 
[ 
AH the tim Frequently 0CM610nally Never 
I 
2 
Breathlessness , All. de fune Frequently Oc=iomdly Never 3 
Weight Loss 1 AU the fime Frequently Occasi=4 Ncve r 4 
I 
Fatigue, Ug All tk fim Frequently Occasionally Never 
5 
Sf ti fffr or sore joints I All the fim Frequently Occasionally Never 6 
[ 
S ore ore eyes All the time Frequently Occasionally Ncvcrý 7 
Head Headaches -All the time Frequently Occasionally Never- 
Upse s, C Upset stomach All the tbnc Frequently Occasionally Never 9 
Sleep difficulties All the time 'Frequently Occasionally Never '10 
Dizzines's AR the fune Frequently OCCýSiomlly Niver 
Loss of strengh All the t. inr Frequently Occasionally Never 12. 
Here are, a number. of statements about your illness. Please indicate how much you agree 
or disagree with them by ticking the appropriate box. 
Strongly Agree Neither agree Disagree Strongly 
agree or disagree disagree 
The symptoms of my arthritis change 13 
a deal from day to day. 
lle symptoms of my arthritis are 14 
distr6ssLng to me. 
The symptoms of my arthritis 
, are 
15 
puzzling to me. 
Overall, my symptoms have become 16 
worse with the. 
My arthritis will last for a long time. 17 
My arthritis will improve with time. 18 
I am aware of my illness all of the 19 
time. 
My arthritis will last a short time. 20 
Strongly Agree either agree! Disagree Strongly 
agree or disagree disagree 
It was just by chance that 1 21 
býcatne ill. 
Other people played a large role in 22 
causing my illness. 
My Illness is genetic. 23 
Stress was a major factor in causing 24 
My illness 
Diet played a major part in causing 25 
My illness 
PoRuti(? n of the environment 26 
caused my iflness 
My illness is directly due to my 27 
own behaýiour 
A germ or virus caused my illness 28 
What I do-wiR determine whether 29 
my iHness gets better or worse 
The course of my illness is largely 30 
dependent on chance or fate 
Whether my iHness gets better or 31 
worse depends mainly on the skill 
of my doctor 
My treatinent will. be effective in -32 
cukingxqy illness 
__. I find varying the doses ofýnxy -33 
edicm'es., to ones different from wh 
my doctor has prescribed, helps my 
symptoms 
The medicines I take can usually 34 
control my symptoms 
y illness has not had much effect o, 35 
my life. 
My illness has become easier to 36 
live with. 
an! t imagine my life-without arthriti 37 
My illness has strongly affected'the 38 
way I see myself as a petson. 
There is a lot which I can do to 39 
control my symptoms. 
'Mere is very little that can be done 40 
to improve Ty illness. 
_L21, 
Arthritis Self-Efficacy Scale 
We would like to know how confident you are in performing certain daily activities. For each of the 
folloWing questions, please circle the number which corresponds to your certainty that you can perform 
the tasks as of now, withQut assistive devices or help from another person. Please consider what you 
routinely can do, not what would require a single extraordinary cffort. Here is an example of the way 
someone might answer the question. 
EXAMPLE 
AS OF NOW HOW CERTAIN ARE YOU THAT YOU CAN: 
Dial a telephone in 10 seconds. 
10 20 30 40 50 60 70 80 90 
Very Moderately 
Uncertain certain 
This person is uncertain that she could dial a telephone in 10 seconds. 
AS OF NOW HOW CERTAIN ARE YOU THAT YOU CAN: 




10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
2. Walk 10 steps downstairs in 7 seconds? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
3. Get out of an armless chair quickly without using your hands for support? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 








30 40 50 60 70 80 90 
Moderately 
certain 
I pieces of meat with a knife and fork in 8 seconds? 











6. Turn an outdoor tap all the way on and all the way off? 
10 20 30 40 50 60 70 so 90 100 
Very Moderately Very 
Uncertain certain certain 
7. Scratch your upper back with both your right and left hands? 
10 '20 30 40 50 60 70 so 90 100 
Very Moderately Very 
Uncertain certain certain 
8. Getinandoutof the passenger side of a car without assistance from another person and without 
physical aids? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
AS OF NOW HOW CERTAIN ARE YOU THAT YOU CAN: 
9. Put on a long-sleeve front opening shirt or blouse (without buttoning) in 8 secofids? 
10 20 30 40 50 60 
Very Moderately 
Uncertain certain 





In the following questions we! d like to know how you feel about your ability to control your arthritis. 
For each of the following questions, please circle the number which corresponds with the certainty that 
you can now perform the following activities or tasks. 
1. How certain are you that you can control your fatigue? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
2. How certain are you that you can regulate your activity so as to be active without aggravating your 
arthritis? 
10 20 30 - 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
3. How certain are you ihat you can do something to help yourself feel better if you are feeling blue? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
4. As compared to other people with arthritis like yours, how certain are you that you can manage 
arthritis pain during your daily activities? 
10 20 30 40 so 60 70 so 90 100 
Very Moderately Very 
Uncertain certain certain 
5. How certain are you that you can manage your arthritis symptoms so that you can do the flags you 
enjoy doing? 
10 20 30.40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
6. How certain are you that you can deal with the fimtration of arthritis? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
Total 
3$- 
In the following questions, we! d like to know how your arthritis pain affects you. For each of the 
following questions please circle the number which corresponds to your certainty that you can perform 
the following tasks. 
1. How certain are you that you can decrease your pain guite a bi 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
2. How certain are you that you can continue most of your daily activities? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
3. How certain are you that you can keep arthritis pain from interfering with your sleep? 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
4. How certain are you that you can make a small to moderate reduction in your arthritis pain by using 
methods other than taking extra medication7 
10 20 30 40 50 60 70 80 90 100 
Very Moderately Very 
Uncertain certain certain 
5. How certain are you that you can make a large reduction in your arthritis pain by using methods 
other than taking extra medication? 
10 20 30 40 50 60 70 80 90ý 100 
Very Moderately Very 
Uncertain certain certain 
Total 
Jý 
, -.,,.,., -%-uLturai. beit-, ttticacy Research 
Generalized Self-Efficacy 
A Wegne-r, R. Sch warzer & M. Jerusalem 
Not at all Barely Moderately Exactly True True True True 
I always manage to solve dffficult 
problems if I try hard enough.. 
2) If someone opposes me, I can find me 
and ways to get what I want. 
3) It is easy for me to stick to my aims 
and accomplish my goals. 
4) 1 am confident that I could deal efficiently 
with unexpected events. 
5) 'nanks to my resourcefulness, I know 
how to handle unforeseen situations. 
6) 1 can solve most problems 







7) 1 remain calm when facing difficulties 
because I can relv on mv CODinz abilities. 2 
3 
8) When I am confronted with a problem, 
I usually iind several solutions. 34 
9) If. 1 am in a bind, I can usually think of 
something to do. 234 
10) No matter of what comes my way, 
I'm usually able to handle it. 1234 
"14. 
COPE 
We are interested in how people respond when they try to cope with their arthritis. There are lots of 
ways that people cope with arthritis. 
This questionnaire asks you to indicate what you have done and felt over the past couple of weeks, to 
cope with your arthritis. Obviously, people use different responses in order to cope, but think about 
what you have been doing over the past two weeks. Then respond to each of the following items by 
writing the appropriate numbered response in the box next to each question. Please try to respond to 
each item separately in your mindftom each other item. Choose your answers thoughtfiffly and make 
your answers as true FOR YOU as you can. Please answer every item. There are no "right" or "wrong" 
answers so choose the most accurate answer for YOU - not what you think "most people" would say or 
do. Indicate whatyou have been doing to cope with your arthritis over the past couple of weeks. 
I=I usually doret do this at all. 
2=I usually do this a little bit 
3=I usually do this a medium amount. 
4=I usually do this a lot. 
1.1 turn to work or other substitute activities to take my mind off things. 
2.1 try to get advice from someone about what to do. 
3.1 get upset and let my emotions out. * 
4.1 concentrate my efforts on doing something about it. 
5.1 get used to the idea that it happened. 
6.1 make jokes about it 
7.1 make a plan of action. 
I 
8.1 accept that this has happened and that it can! t be changed. 
9.1 hold off doing anyffiing about it until the situation permits. 
10.1 try to get emotional support from friends and relatives. 
5K 
c 
11.1 just give up trying to reach my goal. 
12.1 take additional action to try to get rid of the problem. 
13.1 refuse to believe that it has happenedL 
14.1 let my feelings out. 
15.1 try to see it in a different light to make it seem more positive. 
16.1 try to come up with a strategy about what to do 
17.1 focus on dealing with this problem and, if necessary, let other things slide a little. 
18.1 give up the attempt to get what I want. 
19.1 look for something good in what'S happening. 
20.1 pretend that it hasn! t really happened. 
21.1 go to the cinema, or watch TV in order to think about it less. 
22.1 ask people who have had sirnilar experiences what they did. 
23.1 force myself to wait for the right time to do sometliing. 
24.1 make fun of the situation. 
25.1 talk to someone about how I feel. 
26.1 put aside other activities in order to concentrate on this. 
3ý 
Modified Coping Strategies Questionnaire 
People with wthritis have developed many ways to deal with pain. Below is a list of many things which 
people have reported doing to cope with their pain. For each activity, please indicate how often you do 
each of these activities when you experience pain, by circling a number on the scale listed below each 
activity. 
When I feel pain... 
1.1 try to feel distant from the pain, almost as if the pain was in somebody else's body. 
0123456 
Never Very often 
2.1 leave the house and do something, such as going to the movies or shopping. 
0123.4 56 
Never Very often 
3.1 try to think of something pleasant. 
0123456 
Never Very often 
When I feel pain 
4.1 doift think of it as pain, but rather as a dull warm feeling. 
0123456 
Never Very often 
5.1 tell myself to be brave and carry on despite the pain. 
0123456 
Never Very often 
6.1 real 
0123456 
Never Very often 
7.1 tell myself that I can overcome the pain. 
023456 
Never Very often 
8.1 take my medication. 
0123456 
Never Very often 
9.1 count numbers in my head or run a song through my mind. 
0123456 
Never Very often 
J0 11 
10.1 just think of it as some other sensation, such as numbness. 
012345 6 
Never Very often 
11.1 play mental games with myself to keep my mind off the pain. 
012345 6 
Never Very often 
12.1 walk a lot. 
012345 6 
Never Very often 
13.1 relax. 
012345 6 
Never Very often 
14.1 don't think about the pain. 
012345 6 
Never Very often 
When I feel pain... 
15.1 tell myself I can't let the pain stand in the way of what I have to do. 
012345 6 
Never Very often 
16.1 dont pay any attention to it. 
012345 6 
Never Very often 
17. No matter how bad it gets, I know I can handle it. 
012345 6 
Never Very often 
18.1 lie down. 
012345 6 
Never Very often 
19.1 think of people I enjoy doing things with. 
012345 6 
Never Very often 
20.1 take a shower or bath. 
012345 6 
Never Very often 
/Y 
2 1.1 just go on as if nothing happened. 
0123 45 6 
Never Very often 
22.1 see it as a challenge and don't let it bother me. 
0123 45 6 
Never Very often 
23. Although it hurts, I just keep going. 
0123 45 6 
Never Very often 
24.1 try to be around other people. 
0123 45 6 
Never Very often 
25.1 ignore it. 
0123 45 6 
Never Very often 
When I feel pain... 
26.1 think of things I enjoy doing. 
0123 45 6 
Never Very often 
27.1 do anything to get MY* mind off the pain. 
0123 45 6 
Never Very often 
28.1 do something I enjoy, such as watching TV or listening to music. 
0123 45 6 
Never Very often 
29.1 pretend its not part of me. 
0123 45 6 
Never Very often 
30.1 do something active, like household chores, or projects. 
0123 45 6 
Never Very often 
3 1.1 use a heat pad. 
0123 45 6 
Never Very often 
/n 
Physical Activities / Therapies for Arthritis - Self-Manareinent Behaviours 
During the past two weeks, on an average, how many times per week did you do each of the following? 
Please fill in each space with a zero or other number. 
Number of Times per Week 
Stretching exercise for arthritis to improve joint movement. 
Strengthening exercise for arthritis to strengthen muscles and joints. - 
Practice relaxation. 
Massage. 
Walking half a mile or more. 
Swimming. 
Bicycling (regular or stationary)? 
On days that you wak how many minutes do you walk?. 
On days that you bicycle, how many minutes do you bicycle? 
On days that you walk, how far do you usually walk? 




COPING WITH RHEMATOID ARTHRMS STUDY 
Participant Debriefing Script 
Thank you for participating in the study throughout the past year - I'd like to explain 
more about the study. 
Summary of the study: 
Remember when we first introduced you to the study; we explained that there may be the 
possibility of participating in a series of group meetings, as well as completing the 
questionnaires across -the year. This was because the study was investigating, not only 
how people cope with their RA, but also whether a self help group'benefits people more 
than just receiving their standard care from the health service. 
We had two groups of people in the study, one who attended the self-help group and 
complete& the questionnaires, and the other who completed the questionnaires and just 
received their normal standard treatment. You were randomly allocated to ..... Group. 
The self-help group aims to help people develop an understanding of their RA, belief in 
their ability to'cope with it and the appropriate sIdlls to achieve this. Topics covered in 
the group are: pain management, exercise, diet, joint protection, medication, ' foot care 
and information about social support/services. The appropriate health dare professionals 
are available to give advice, but the emphasis of the group is self-help. 
Over the next year we are running a series of groups and if you feel you would like to 
attend these sessions then we would be happy to offer you the course. - 
As the treatment is new we needed to run an experiment to investigate whether it is 
beneficial. However, because we cannot disguise a group, as you can a placebo tablet (as 
in drug studies), we had to follow one group though the year whilst they received just 
their standard care. I haven't known up until now which group you have been in. 
Closing: 
Finally, we are planning to hold future feedback evenings for you to tell us what you 
thought about the study, (e. g. how you feel it was organised etc. ) and for us to give you 
information about the full study results. We have arranged for a meeting to be held on 
.............. from 7-9p. m. We will be inviting you nearer the time and hope that you 
will be able to make it. 
I will send a letter to your GP informing him that you have come to the end of the study, 
and if you don't mind, I will also send him a copy of your blood results and Ritchie 
scores. 
Thank you for participating. 
COPING WITH RHEUMATOID ARTHRITIS STUDY 
Summary of participants'. results: 
EMS 
Time 1 2 3 4 5 
Ritchie Goint tenderness count score): 
Time 1 2 3 4 5 
Blood results: 








Time 1 2 3 4 5 
APPENDIX H 
Treatment Manual 
"Coping With RAI' 
Leader's Manual 




This manual is a revised version of the Stanford Arthritis Center's Arthritis Self-Management 
Leader's Manual. It has been adapted for the UK to be used as the leader's manual for the 
Stoke Mandeville "Coping With RA"course. 
The following people have contributed to this revision: 
Katie Glover, Jan Hann, Robert Field, Lyn Pink, Jill Conroy, Margaret Byron, Jackie Hall, 
Debbie Curson, John Pimm and Abigail Parker. 
Oxford Regional Rheumatic Research Centre 






To the Arthritis Self-Mananerhent (HeID) Course Leader: 
The Arthritis Self-Management (Help) Course Leader's Manual is designed to be used in 
conjunction with the Arthritis Foundation/Society's ASMC/ASHC Programme Guidelines and 
Procedures and The Arthritis HeIpbook by K. Lorig and J. Fries. 
A tape giving instructions on how to teach relaxation, which includes short relaxation 
exercises as used in this course, is available from the Stanford Arthritis Center, 1000 Welch 
Road, Suite 204, Palo Alto, Ca 94304. Another tape with longer relaxation exercises is also 
available for participants of the course. 
This manual contains the standardised content and methods used in the course. No 
changes can be made in the course without obtaining prior written approval from the 
authors. 
Many people have helped with this revision. To all of you thanks. A very special thanks 
goes to Virginia Gonzalez, M. P. H., Diana Laurent, M. P. H., Jane Howard-McKellar, the staff 
and leaders of the Australian, New Zealand, Canadian and U. S. Arthritis Found ation/Society 
and the many folks around the world who have taken the ASMC/ASHC and shared their 
ideas. 
4 
Forward: General Rules For Leaders 
Remember the importance of PROCESM 
Important thinqs that should happen at every session: 
1. Ensure a warm, relaxed and friendly atmosphere. 
2. Ensure that everyone says something at every class. 
3. Encourage question-asking; if you do not know the answers, obtain them from course 
advisors or programme coordinator and report back at the next class. 
4. Monitor discussion to prevent individual monopoly. 
5. Keep discussions directed toward the subject. 
6. Encourage class members to examine their own experiences and to share these with 
the group. 
7. Problems should generally be discussed by the group (i. e. brainstorm solutions) before 
the leader gives advice. 
B. Reinforce verbally or nonverbally (with nods of head, etc. ) every person, every class. 
9. Contracting should be done in sessions 1-5. Feedback should take place in sessions' 
2-6. Do not skip these. 
10. Ensure that every participant reports on his or her exercise and relaxation activities and 
receives feedback on them during each session, particularly at the start of sessions 2- 
6. 
11. Keep to the time limits for each part of the course. 
12. Take attendance at every class. 
-13. If someone misses a class, call them to determine the problem (be careful not to ask 
yes/no questions). 
14. Do not add anvthina to the course! 
15. Do not brinq in outside speakers!! 
16. If you have questions or problems, contact John Pimm (Principal Clinical Psychologist) 
or Jackie Hall (Rheumatology Nurse Practitioner). 
17. Ideal class size is 6-8. Classes should never be larger than 10. 
SESSION ONE 
Purpose: 
To introduce the group members to each other 
To inform the group about the general principles of self-help 
To identify the group members' feelings about arthritis 
To provide basic information about arthritis 
To introduce group members to the importance of exercise 
Obiectives: 
By the end of this session, the group members will be able to: 
1. State their role in the care of their arthritis. 
2. Define the differences between the major types of arthritis. 
3. State the benefits of physical fitness for arthritis. 
4. State the 3 parts of an exercise programme. 
5. Make a contract for an arthritis-related behaviour in the coming week. 
Materials: 
Blank name tags for everyone 
Easel 
Blank flip Charts/felt pens or blackboard chalk, pre-wriften Charts 1-5 
The Arthritis Handbook for each person 
Pad of paper, extra pencils 
Plan Outline (Post this agenda at the beginning of class) 
Activity 1. Introduction (26 min) 
2. Overview of Self-Help Principles (10 min) 
3. De-bunking Myths (10 min) 
Break (10 min) 
Activity 4. Introduction to Arthritis (16 min) 
6. Exercising: Start Where You Are (20 min) 
6. Contracting (20 min) 
7. Closing (5 min) 
() 
Activity 1: 
INTRODUCTION (25 min) 
Methods: Lecturefte and group introductions 
Note: Refer to Charts 1-3 
Charts are shown throughout this manual with the material to be printed on the 
chart in bold caps, [and the material you add verbally, bracketed]. 
As participants arrive, distribute name tags. Have them write the names they like to be 
called - large enough so that they can be read across the room. Also, collect physician 
information forms (if necessary). 
2. Welcome the group and introduce yourself, including the fact that you have arthritis (if 
true). 
3. Group introductions. Have participants write down what arthritis means to them. Then 
have participants introduce themselves and share what arthritis means to them. One 
leader should list what people say on the board or chart pad (Chart 1). Put a check 
mark next to a word or statement every time it is repeated by another person. 
Note: Save this chart (Chart 1- WHAT ARTHRITIS MEANS TO ME) to make comparisons 
of progress in the last session. 
4. Describe the "guidelines" of the group. Refer to Chart 2. 
5. Using Chart 3, give an overview of the course. Comment on how the content relates 
to "what arthritis means" to group members by referring back to their statements 
made at the beginning of the session (which you have on Chart 1). 
6. If participants indicate interest in topics that will not be addressed (such as surgery or 
research), state that they can probably find that information in The Arthritis Helpbook. 
If not, they can call the local ARC or Arthritis Care Branch. 
s 
Activitv 2: 
OVERVIEW OF SELF-HELP PRINCIPLES (10 min) 
Introduction to the participative nature of this course 
Method: Lecturette 
Although the cure for arthritis is unknown, there are a variety of known treatments to 
control arthritis, i. e., to relieve discomfort and reduce disability. It is our responsibility 
to learn as much as possible about these treatments. 
2. Self-help means being willing to learn about and assume responsibility for the daily 
care of arthritis. 
3. The "Coping With RN'Course is designed to provide the knowledge and skills we need 
to take a more active part in our arthritis care. 
4. Beinq responsible for vour arth(itis includes: 
a. Keeping informed about our status-asking questions. 
b. Taking part in planning the treatment programme-telling the health care team 
about preferences and goals. 
c. Trying out different treatments (under the guidance of the health care team) 
until we come up with the best treatment programme. 
d. Setting goals and working toward them. 
e. Informing the health care team about problems and changes'we make in our 
daily programme. 
Activitv 3: 
DE-BUNKING MYTHS (10 min) 
Methods: Lecturefte/Quiz 
1. As we pointed out in our preview of the course content, we will be learning and using 
different strategies to manage our arthritis. Before we begin exploring these, however, 
we'd like you to answer some questions which reflect some beliefs about arthritis. 
2. Ask participants to write whether or not they agree, partially agree or disagree with the 
following statements about arthritis. Tell them their answers will not be collected. Do 
not take more than a few minutes to complete this exercise. 
Read the followinq: 
a. If you are feeling tired or fatigued, you should always rest. 
b. If exercise hurts, you shouldn't exercise. 
c. The best diet for someone with arthritis is one low in fats and high in fibre. 
d. One can easily injure joints by exercising. 
e. Arthritis pain is caused mainly by damaged joints. 
f. Health professionals are the best people to solve arthritis problems. 
I After the group has finished writing their responses, cover the following explanations. 
Note that these are based on what we now know from the latest arthritis research. 
Mention again that these topics will be discussed more completely in later sessions, 
referring to Chart 3. 
Responses: 
a. While fatigue is a symptom of the disease process, feeling tired can also be 
caused by stress or other emotions. Therefore, many people may find that 
exercise actually gives them more energy and that rest is not always appropriate. 
b. Many times people confuse arthritis pain with exercise-induced pain caused by 
weak or sore muscles. We will talk more about the difference between these in 
the next class and provide some guidelines for telling them apart. Exercising will 
actually help lessen the pain when done correctly, but if you allow the pain to stop 
you from ever starting you won't get anywhere. The bottom line is that if you can 
move, you can exercise. 
c. A diet low in fats and high in fibre is desirable for good health, in general. Diets 
recommended by the Heart Association and Cancer Society are good ones to 
follow. There is no specific "arthritis" diet. 
d. It is very difficult to cause permanent damage to joints by exercising. In fact, by 
using the proper exercise techniques, the joint is strengthened and supported 
better, not damaged. Exercises like walking, swimming and bicycling can all help 
arthritis and contribute to overall improved fitness. 
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e. Some arthritis pain is caused by damaged joints. However, much of arthritis pain 
is also caused by stress, tight or weak muscles and emotions. In this course we 
will learn ways to deal With all kinds of arthritis pain. 
f. Only you can solve your problems. Health professionals, family and friends can 
all make suggestions. However, only you make the final 
' 
decisions about what to 
do and how to carry out your programme. You are in charge! 
BREAK (10 min) 
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Activity 4: 
INTRODUCTION TO ARTHRITIS (15 min) 
Background Reading: HeIpbook, pp. 1- 16. 
Methods: Lecturefte/Discussion 
Note: Refer to picture of joint on p. 2 of HeIpbook. 
1. Classic definition of "arthritis" - diseases of joints. 
2. If anything goes wrong with any part of the joint, it is usually arthritis. 
3. Now known to be not one disease but more than 100 different diseases. 
4. No known cure for most forms of arthritis, therefore self-management of symptoms is 
important. 
5. Anatomy of joint: bone, muscle, cartilage, tendon, bursa, and synovial membrane (see 
HeIpbook, p. 2). 
6. Difference between osteoarthritis (OA) and rheumatoid arthritis (RA). Have 
participants refer to the Helpbook, p. 3. 




Cartilage degeneration; bone 
regeneration (spurs). 
RHEUMATOID ARTHRITIS 
Inflammation of synovial 
membrane; bone destruction, 









Hands, spine, knees, hips. May Wrists, knees, knuckles; 
be asymmetrical (one-sided). symmetrical (both sides). 
Localised pain, stiffness, Swelling, redness, warmth, pain, 
Heberdeen's nodules; usually not tenderness, nodules, fatigue, 
much swelling. stiffness, muscle aches, fever. 
Less pain for some, more pain 
and disability for others. Few 
severely disabled. 
Age 45-90. Most of us have 
some features with increasing 
age. 
Males and females equally. The 
form with knobby fingers runs in 
families. 
Less aggressive vvith time; 
deformity can often be prevented. 
Adults in 20s - 50s. 
75% female, 1/2 of 1% of US 
population. Familial tendency, 
X-rays 
Treatment Maintain activity level, exercise, 
joint protection, weight control, 
relaxation, heat, sometimes 
medication, and/or surgery. 
Rheumatoid factor (80%), blood 
tests, x-rays, examination of joint 
fluid. 
Reduce inflammation, balanced 
exercise programme, joint 
protection, weight control, 
relaxation, heat, usually 
medication, sometimes surgery. 
NOTE: This section is deliberately brief. Encourage participants to read the Helpbook this 
week and bring any questions they have to the next class. 
Activity 5: 
EXERCISE FOR FUN AND FITNESS-WHERE TO START (20 min) 
Background Reading: HeIpbook, pp. 35-47 
Methods: Lecturette/Discussion 
Note: Refer to Chart 4 
In this course, we will talk about exercise for fun and fitness. Just because we have 
arthritis is no reason why we should not be fit and enjoy exercise. 
2. Brainstorm: What does it mean to be fit? 
After the brainstorm, be sure that these five points are covered-. 
1. Strong cardiovascular system - heart and blood vessels 
2. Good strength 
3. Good endurance/stamina 
4. Good flexibility 
5. Low percentage of body fat - proper weight 
3. A good fitness programme accomplishes all of the above and more. It has 3 parts 
(refer to Chart 4)-. 
1 '3ý 
Chart 4 
-ITHREE PARTS OF: A FITNESS PROGRAMME, 
. '.,, 
WA. R. M, -, U, P -ffor muscle,. stren'gth and, flexibility; r 
prebarat. ion or endurance 
Pxercis ej 
ENDURANCE'(AEROBIC) EXERCISt [for cardio'vascular fitness, 
an .w e control] 
COOLDOWN [for body relaxation and to avoid ýor6 n 
4. A warm-up routine usually consists of some flexibility/strengthening exercises and a 
gradual increase in endurance activity. When you are able to do 15 minutes of 
flexibility/strengthening exercises you are ready to move on to your endurance activity. 
Remember to cool down afterwards with a gradual decrease in activity and some more 
flexibility/strengthening exercise. 
5. There are as many fitness programmes as there are people. One example is a warm 
up which includes slow walking, followed by a few minutes of brisker walking, and then 
a few more minutes of slow walking again. If you are just beginning a programme, 
start by walking slowly for 3-5 minutes. Build up gradually until you can walk 15 
minutes. If you can already walk 15 minutes, start by walking slowly for 5-10 minutes, 
and then walk briskly for 5-20 minutes, ending with a slow walk to cool down for 5-10 
minutes. The basic principle is to start by doing whatever you can do now, 3-4 times a 
week, and build up from there gradually. 
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6. There are very few of us who in some way could not be more fit. For homework this 
week, ask everyone to think about how they would like to improve their fitness and be 
ready to report on this next week, as well as on what they can do now. 
Activity 6: 
CONTRACTING (20 min) 
Background Reading: HeIpbook, pp. 27-33 
Methods: Lecturefte/Discussion 
Note: Refer to Chart 5 
Over the years, we have found that the self-helpers who accomplish the most are the 
ones who set short-term goals. Therefore, in this class, we will be asking each of you 
to make a contract or an "agreement with yourself" each week for something you want 
to accomplish. For example, a contract might be: "This week I'll walk half a mile before 
lunch on 4 days, " or "This week I'll not eat after dinner 4 nights, " or "This week I'll 
practice relaxation techniques for 15 minutes 3 nights after dinner". 
The rules for making a contract are (refer to Chart 5): 
I, J 
"I': -J. tv t Cha'rt 5, ý-,. -:,, 
RULES OF CONTRACTING!. 
SOMETHING YOU WANT TO DO 
Wý, ý C., 2: BE REALISTIC' 
3 'SPECIFY vhat, `ýýheh, `hoW-manvpr how much 
4' WRITE; AT DOW,, 
5. CK IT DAIL' 
Leaders give examples of the contracts they will do in the next week. 
4. If the group is more than 8, break the class into two groups with one leader in each 
group. 
5. Introduce participants to the contract form in their Helpbook, p. 33. Ask participants to 
write a contract for the week. Explain that writing it out will help them remember and 
keep track of their agreement. 
6. Have participants read their contracts and tell how confident they are that they can 
accomplish it (100 is very certain, 0 is not at all certain). Emphasise that this number is 
Lot the percentage of the contract they believe they can complete, but how certain they 
are that they can complete the whole contract. If 100 or 90, suggest the contract may 
be too easy. If 70 or less, suggest the contract may be too hard. In either case, 
suggest that the participant adjust the contract. 
(To help people contract, see contracting script. ) 
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7. If someone is having trouble writing a clear contract (i. e. specific activity, times per 
day, days per week), ask other group members for suggestions before you help. Do 
not spend more than 3-4 minutes with any one person. If someone is having problems, 
work with them individually after class. 
8. While still in contracting groups, have participants close their eyes, take 3 deep 
breaths, and think about themselves successfully fulfilling their contracts. Read Script 
1 (when reading the script wait a few seconds every time you see the dots ... ) or, if time permits, use the "visualisation to achieve your goals" exercise on the leader's 
tape. 
Script I 
Close your eyes ... now take 3 deep breaths: in through your nose and out through 
your mouth ... see yourself easily carrying out the activity in your contract ... (30-45 
seconds of silence) ... think about how good you feel ... take 3 more deep breaths 
and open your eyes. 
9. Inform the participants that the class leaders will be calling them once during the 
coming week to support them in their contract. 
CONTRACT SCRIPT 
1. Deciding what one wants to accomplish 
Ask the person, "What will you do this week? " It is important that the activity comes 
from the participant and not you. This activity does not have to be something covered 
in class - just something that the participant wants to do to change behaviour. Do not 
let anyone say, "I will try... " Each person should say, "I will... " 
11. Makinq a plan fhis is the difficult and most important part of contracting. Part I is worthless without 
Part 11. The plan should contain all of the following elements: 
1. Exactly what is the participant going to do (i. e., how far will you walk, how will you 
eat less, what relaxation techniques will you practice)? 
2. How much (i. e., walk half a mile, 15 minutes, etc. )? 
3. When will the participant do this? Again, this must be specific (i. e., before lunch, in 
the shower, when I come home from work). 
4. How often will the activity be done? This is a bit tricky. Most participants tend to say 
every day. In contracting, the most important thing is to succeed. Therefore, it is 
better to contract to do something 4 times a week and exceed the contract by 
actually doing it 5 times than to contract to do something every day and fail by only 
doing it 6 days. To insure success, we usually encourage people to contract to do 
something 3 to 5 days a week. Remember that success and self-efficacy are as 
important, or maybe even more important, than actually doing the behaviour. 
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111. Checkinq the contract 
Once the contract is complete, ask the participant "Given a scale of 0 to 100, with 0 
being totally unsure and 100 being totally certain, how certain are you that you will 
(repeat the participant's contract verbatim)? " 
If the answer is 70 or above, this is probably a realistic contract and the participant 
should write it on his or her contract sheet. 
If the answer is below 70, then the contract should be reassessed. Ask the 
participant: 'What makes you uncertain? What problems do you foresee? " Then 
discuss the problems. Ask other participants to offer solutions. YOU should offer 
solutions LAST. Once the problem solving is completed, have the participant restate 
the contract and return to repeat Part III, checking the contract. 
Notes: This contracting process may seem cumbersome and time consuming. However, it does work and 
is well worth the effort. The first time you contract with a group, plan 2-3 minutes per person. Contracting 
is a learned skill. Your participant will soon be saying "I will -4 times this week before lunch and am 80% certain I can do this. " Thus, after two or three contracting sessions, contracting should take less 
than a minute per participant 
Activitv 7: 
CLOSING (5 min) 
1. Invite participants to review what was covered today for next week in the Helpbook: 
Chapters 1-3, pp. 1-16 
Chapter 6, pp. 27-33. 
2. Remind participants to keep track of their contracts daily and to bring them to class 
next week. 
3. Remind participants to think about what they will do to gain greater fitness and be 
ready to report this next week. 
4. Ask participants to bring their books to class each week. 
5. Tell people to wear comfortable clothes in which they can practice exercises and 
relaxation. 
6. Thank everybody for coming and tell them that one of the leaders will be calling them 
during the week to see how things are going. 
Collect name tags. 




" To have participants choose flexibility/strengthening exercises 
" To inform participants about monitoring flexibility/strengthening exercises 
" To assist participants in choosing a fitness programme 
" To inform participants about hot and cold therapy 
" To introduce pain management 
" To practice muscle relaxation 
Obiectives: 
By the end of the session, group members will be able to: 
1. Choose one or more flexibility/strengthening exercises. 
2. Choose a method for monitoring flexibilitylstrength. 
3. State the 'Two Hour Pain Rule" and that they should not hurt more after finishing 
exercise than before they started. 
4. Plan a fitness programme by choosing long-term exercise goals. 
5. State the benefits of hot and cold therapy. 
6. Describe the relationship between stress, pain and negative thoughts as well as feelings 
of depression, fear, anxiety, etc. 
7. Practice progressive muscle relaxation. 
8. Make a contract for the coming week. 
Materials: 
" Name tags 
" Easel, flip chart/felt pens or blackboard chalk, prewritten Charts 6&7 
" HeIpbook 
Leader's and participant relaxation tapes (optional) - available from Stanford or 
the Arthritis Foundation/Society 
Handouts: Exercises for RA - sheets 1,2 & 3; hot and cold therapy; local pools 
Plan Outline: (Post this agenda at the beginning of class) 
Activity 1. Feed back/ProblemSolving Session, Including exercise choices (26 min) 
2. Choosing Flexibility/Strengthening Exercises (30 min) 
3. Use of Hot and Cold Therapy (10 min) 
Break (10 min) 
Activity 4. Introduction to Pain Management (15 min) 
5. Jacobson Muscle Relaxation (15 min) 
6. Contracting (20 min) 
7. Closing (5 min) 
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Activitv 1: 
FEEDBACKIPROBLEM-SOLVING (25 min) 
Note: Encourage participation of all class members. 
If group is 8 or more, divide into 2 groups with each leader taking half of the 
participants. These groups should change composition each week. Not more than 3-5 
minutes should be spent on each person. People who discuss their contracts earlier 
will probably need more time than those who come later. If 2 people have similar 
problems they can be dealt with together, taking time allotted for both (6-10 minutes). 
Don't spend all of your time with "yes but" or other "real" problem People: deal with 
these folks during break. 
2. Ask each person to: (start with yourself as a model, but make it very short) 
a. First, state the aerobic activity he/she has decided on or how he/she is going to 
improve his/her fitness. (if someone is already doing 30 or more minutes of 
endurance exercise 3 or more times per week, they do not need to change the 
programme unless they want to. Their contracts can be something other than 
exercise. If someone has not chosen an endurance exercise, ask him/her to 
hin a out it and then ask again when you are contracting. ) Those who do 
hoose a fitness goal, may on an optional basis, write it down on the Fitness 
Planner form in The HeIpbook p. 42. 
b. Then, state his or her contract for the past week. 
c. Talk about how well the contract was accomplished. 
d. Describe any problems which arose in meeting the contract. If there were 
problems, does the individual have any ideas of how to solve them or did he or 
she try a solution? 
3. Ask by show of hands if anyone else in the group ever had a similar problem (not 
necessarily related to their contract). 
4. Ask the group to brainstorm possible solutions. Write these on the board or flip chart 
or ask the person with the problem to write them on his/her piece of paper. Group 
leader can also offer suggestions, but NOT UNTIL others in the group have 
participated. 
5. Ask original participant if he/she could use any of the strategies suggested and, if so, 
which one. Recommend that participant make a note of the helpful suggestion on the 
contract sheet. If no suggestions seem workable, then say you Vill talk with the person 
more during the break - and do so. 
6. After two or three "yes but's , go on to the next person. Tell the "yes but" person 
you will talk with them cluring the break. Do not give a lot of time or attention to "yes 
but" people. 
7. Have group reconvene as a whole and briefly answer any questions from last week. 
18 
Activitv 2: 
CHOOSING FLEXI BI LITY/STRENGTHEN ING EXERCISES (30 min) 
Background Reading'. HeIpbook, pp. 49-68 
Methods: Lecturefte/Brainstorm/Discussion/Demonstration 
Note: Refer to Chart 6 and handouts 
1. These exercises are designed to strengthen muscles and improve flexibility. 
2. Brainstorm: Ask, "What are the benefits of flexibility/strengthening exercises? " Write 
answers on flip chart or chalk board. 
3. Answers should include all of the following, - if some are left out, add thern: 
a. Good for posture 
b. Loosens tight muscles and joints (releases muscle tension) 
C. Nourishes joints 
d. Helps morning stiffness 
e. Strengthens muscles 
f. Warm up and cool down for aerobic exercise. 
g. Exercise for days when you're not feeling up to par. 
4. Lecturette on different types of exercise: 
a. Flexibility (suppleness) & stretching exercises - these make your joints move more; 
reduce pain and improve posture 
b. Strengthening exercises - these make your muscles strong; help to prevent 
deformities and improve posture 
c. Stamina (endurance) exercises - these make you feel better 
5. Lecturette on when you should exercise: 
a. Flexibility exercises - these should be done- 
- every day at least once 
- when your joints feel stiff - usually in the morning 
- after using pain relief if necessary (hot/cold; relaxation', drugs) 
b. Strengthening exercises - these should be done: 
- every day if possible 
- when you are in least pain 
6. Lecturette on flexibility/strengthening tips. Refer to Chart 6. 
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Explain the 2-Hour Pain Rule: If exercise-induced pain lasts more than 2 hours, next time 
cut down the number of repetitions. 
7. What if I am in pain? Discuss: 
a. If you are having a flare up you still need to do the suppleness exercises at least 
once a day or you will seize up 
b. If the exercises cause pain lasting more than 2 hours cut down the exercises by half 
but don't stop them all together 
c. cut back on the strengthening exercises but still do your quadriceps exercises every 
day. Your muscles can get weak VERY quickly 
8. Demonstration: Physiotherapist and leader with arthritis demonstrate exercises on 
couch. (Refer to exercise handouts) 
9. Ask participants to identify one or two parts of the body they would like to work on. If 
people are having trouble identifying one, ask them to think about a particular activity 
or task they'd like to perform better and from that determine which areas of the body 
need work. Go around and have everyone name a part. 
10. Ask people to lookup and choose exercises for that part of the body in The Helpbook, 
pp. 50-66. Exercises are presented starting from the head down to the feet. 
11. Lecturette on maintaining exercise: 
a. remember it is better to do a little too often than alot too little 
b. it can take up to 6 weeks before you begin to feel stronger and more supple. Don't 
give up 
c. exercises should be part of your daily life - fit it into your daily programme d. most activities need you to be strong and supple 
e. as your arthritis varies change the exercises to suit you 
12. Refer the participants to the self-tests (pp. 66-68 in HeIpbook which they may choose 
to do at home. Those participants who are interested in charting their progress may 
record the results of the self-tests in the Fitness Planner (p. 42 in the HeIpbook . 
13. If participants want to keep track of which exercise(s) they have chosen for "warm up" 
and cool down, they may write these down in the Fitness Planner. 
Activitv 3: 
USE OF HOT AND COLD THERAPY (10 min) 
Method: Lecturette 
Note: Refer to handout 
1. Heat and cold can be very helpful in relieving pain 
2. It is very good for reducing pain for a short while 
3. It will not make your arthritis better or worse but will make you feel better, reduce 
swelling, allow you to do more activity, exercise and sleep better 
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4. Everyone is different and you must find the types of heat and cold treatment that suit 
you best 
5. Cautions: When not to use heat and cold 
Most of the time it is safe to use heat and cold however there are a few rules that you 
should follow, as both heat and cold treatments can cause bums: 
a. if you have poor circulation, Raynauds Disease, Vasculitis or are prone to ulcers you 
need to be very careful, ASK your physiotherapist for advice 
b. if you have any numbness or reduced feeling over the painful area (you wouldn't be 
able to tell if you were burning) 
c. if you have heart problems check with your physiotherapist or Doctor if you can use 
heat or cold 
d. if your joint is very inflamed i. e. swollen, hot and tender, heat often makes it worse, 
so be very careful 
e. if you are feeling tired - you might fall asleep and overcook! 
6. Types of heat: 
a. hot bath 
b. shower (all over and as a spray massage for local areas) 
c. warm soak (for hands and feet) 
d. electric heat pad 
e. electric lamp 
f. hot water bottle 
g. gel pack 
h. electric blanket 
Twes of cold- 
a. frozen peas 
b. cold water soak/dip (for hands and feet) 
c. gel pack (cool box packs) 
d. ice cube massage 
e. cold spray (using shower) 
How to use heat and cold: 
a. Heat: - localise heat on stiff achey joints (that are not inflamed) for 15-20 minutes 
b. Cold: - localise cold on hot, swollen joints for 10 minutes 
- use for acute pain rather than aching/chronic pain 
- always rub grease onto your skin or place a damp cloth between your skin 
and the bag of peas to prevent a burn 
c. The main difference between heat and cold is that cold usually causes numbness so 
you should be very careful about doing exercises/activity after using it as you may 
easily overdo it and end up with more pain. Wait until you have feeling back or go 
gently. 
BREAK (10 min) 
21 
Activity 4: 
INTRODUCTION TO PAIN MANAGEMENT (15 min) 
Background Reading: HeIpbook, pp. 85-96. 
Method: Lecturette 
Note: Refer to Chart 7- use personal experience whenever possible, but keep it short. If 
you talk about yourself for more than 1 minute, you have talked too long. 




FATIGUE XS TENSE MUSCL 
PSYCHOLOGICAL STRESS DEPRESSION 
a. physical problems caused by the disease (i. e., inflammation) 
b. tense muscles which are a reaction to protect injured joints 
c. psychological stress 
d. depression or other emotions/feelings 
e. fatigue caused by the disease 
2. Provide this example: 
Arthritis causes your pain because of inflammation or bone rubbing against bone. 
In response, to protect the hurting joint, you tighten the muscles in that affected 
area. As these are tightened for a long period of time, the muscles also begin to 
cause pain (e. g., make a fist or outstretch your hand and hold for a few minutes: as 
the time passes, you'll notice that it starts to ache). As your pain mounts, you 
become stressed and more tense, wondering if the pain will ever get better. You 
might even cut back on activities. This, in turn, causes weak muscles and 
depression, making the pain worse and completing this vicious cycle. 
3. Depending on our thoughts, feelings and actions in response to pain, we can increase 
or decrease our discomfort. There are a variety of ways to do this: exercise has been 
shown to be one effective way to break this cycle of pain. In this course, we will also 
learn several other pain management techniques. The first of these is a technique for 




JACOBSON MUSCLE RELAXATION (15 min) 
Method: Lecturette/Practice 
The first way to reduce pain is to relax muscles. The first step in doing this is to learn 
the difference between tense and relaxed muscles. Ask participants to mentally rate 
their own tension or pain on a scale of 0-5, where 0 represents absence of either 
tension or pain, and 5 represents extreme tension or pain. Explain that this is only one 
way to measure tension/relaxation. 
2. Lead the class through the Jacobson Muscle Relaxation, reading Script 2: 
Scdpt 2 
Progressive Muscle Relaxation 
Muscle relaxation is an important part of the relaxation response. Therefore, it is useful to 
be able to scan your body, recognise where you are holding tension, and release that 
tension. 
This brief exercise will allow you to compare the feelings of muscle tension and relaxation, 
and with practice, to be able to spot and release tension anywhere in your body. It will also 
help you to cope with your pain much more effectively. 
Make yourself as comfortable as possible. Loosen any clothing that feels tight. Uncross 
your legs and ankles and allow your body to feel supported by the surface on which you are 
sifting. 
Close your eyes ... and concentrate on the sound of my voice ... breathe slowly... and 
regularly ... not too deeply ... and begin to notice how every time you breathe out, you 
gradually begin to feel more relaxed, and more comfortable.... Now, take a deep breath and 
fill your chest all the way down to your abdomen. Hold it ... and breathe out through your lips. As you breathe out, let as much tension as possible flow out with your breath. Let all your 
muscles feel heavy, and let your whole body just sink into the surface beneath you ... 
This exercise guides you through the major muscle groups, asking you to first tense and 
then relax those muscles. If you have pain in a particular area today, tense those muscles 
either gently and focus on trying to relax them. 
To begin with, become aware of the muscles in your feet and calves. Pull your toes back up 
toward your knees and notice the tension in these areas. Feel the muscles tighten... hold 
the tension... hold it ... and release. Notice the discomfort leaving and relief and warmth 
replacing it. Notice how the muscles in your calves and feet are now feeling very heavy, 
very limp, and very relaxed. 
Now tighten the muscles of your thighs and buttocks by stretching your legs out in front of 
you, making them stiff and straight. Feel the muscles becoming tenser and tenser ... hold it... 
and relax, letting your legs return to a comfortable position. Notice the difference between 
tension and relaxation. Notice how all the muscles in your legs feel very loose, very limp, 
very comfortable, and very deeply relaxed, supported by the surface beneath you. 
Now tense the muscles in your abdomen and chest: you can tense these by breathing in as 
deeply as you can. Now fill your lungs, notice a tendency to hold your breath as you feel the 
tension ... hold it ... and relax. Feel the muscles relaxing as you breathe out, allowing all the 
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tension to flow out with your breath. Continue breathing normally, not too deeply, but 
regularly and evenly, noticing the difference between tension and relaxation. Notice how the 
muscles in your abdomen and chest now feel very loose, and very deeply relaxed. 
Now concentrating on the muscles in your hands, wrists and arms., stretch your arms and 
fingers out as straight as you can ... hold it ... feel the tension ... and relax. Let go of all the tension, feel it flowing out of your body, and your circulation returning. Notice the difference 
between tension and relaxation. Notice how the muscles in your hands, wrists and arms are 
now feeling very loose, very limp, and very deeply relaxed. 
And now the muscles in your shoulders and neck. You can tense these by pressing your 
shoulder blades together, tightening the muscles in your shoulders and neck. This is a 
place where many people carry a great deal of tension. Hold it ... feel the tension, and relax; feeling all the muscles unwind as you let go. Notice how the muscles feel warmer, more 
comfortable, and more relaxed. 
Now concentrate on all the muscles of your face and head. Starting with the muscles of 
your forehead; tense these by lifting your eyebrows as in an expression of surprise. Lift 
them as high as you can ... hold it... feel the tension ... and relax. Notice your skin feeling very loose, very limp, and very relaxed. Notice how comfortable you are feeling as you become 
more and more deeply relaxed. 
Now tensing the muscles in your eyes and face and mouth; you can tense these by 
squeezing your eyes tightly shut, clenching your teeth, and frowning as much as you can. 
Feel the tension around your eyes, face and mouth ... hold it for a while ... and relax. Let all the muscles in your face completely relax, allowing your jaw to become slack, and feel the 
tension easing away. Notice the difference between tension and relaxation. Notice how 
more and more deeply relaxed you feel, as the muscles in your body are now feeling very 
loose, very limp, very comfortable, and very deeply relaxed. 
Now take another deep breath, breathing all the way down to your abdomen. As you 
breathe out allow your body to sink heavily into the surface beneath you... becoming even 
more deeply relaxed. 
Spend the next few minutes enjoying this pleasant and comfortable feeling, the feeling of 
being completely relaxed ....... Remember it! With practice, you will become skilled at 
recognising muscle tension and releasing it, and being more in control of your pain... 
Okay, prepare to come back into the here and now. Take a few deep breaths... and when 
you're ready, open your eyes. 
3. Have participants mentally rate their tension or pain again on a scale of 0-5. Ask 
participants to raise their hands if they felt that their ratings had changed or if they 
noticed the difference between tense and relaxed muscles. Point out that this 
sometimes takes practice, so everyone should keep trying at home. 
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4. Give the participants the relaxation tapes to use at home. They may consider trying 
the muscle relaxation as a method of cooling down after their exercise. Let them know 
that they are to return the tape or pay for it at the last session. 
Activitv 6: 
CONTRACTING (20 min) 
Method: Discussion 
Note: Encourage participants to contract for any of the new activities learned this week. (if 
none of these are appropriate, they can contract for anything else they would like to 
accomplish this week. ) 
If the group is more than 8, break the class into two groups with one leader in each 
group. Remind them that at the end of each class, we will be setting one or more 
arthritis-related contracts for the coming week. Since we have been working on 
exercise and relaxation, they may want to contract in these areas. However, remind 
them they can contract for any behaviour change that will help their arthritis. 
2. Have participants refer to the contract form in the HeIpbook, p. 33. Ask participants to 
write a contract for the week. Remind the participants that the contract should be: 
a. something they want to do 
b. realistic 
c. "do-able" 
If participants are already exercising a half an hour or more four times weekly, invite 
them to maka another type of contract of their choice. If someone did not state an 
aerobic exercise he/she would do during the feedback session, ask if they have 
thought of something they would like to do. If they say no, don't discuss it, say 
"fine" and just continue with the class. 
3. Leader should read his/her contract first (be sure it is a good example). It is best if this 
is an exercise contract with both flexibilitylstrengthening and aerobic exercise. 
4. Have participants read their contracts and tell how confident they are that they can 
accomplish it (100 is very certain, 0 is not at all certain).. Emphasise that this number is 
not the percentage of the contract they believe they can complete, but how certain they 
are that they can complete the whole contract. If 100 or 90, suggest contract may be 
too easy. If 70 or less, suggest contract may be too hard. In either case suggest that 
the participant adjust the contract. (To help people contract, see contracting script. ) 
5. If someone is having trouble wdting a clear contract (specific activity, times per day, 
days per week) ask other group members for suggestions before you help. Do not 
spend more than 3-4 minutes with any one person. If someone is having problems, 
work with them individually after class. 
6. While still in contracting groups, have participants close their eyes, take 3 deep 
breaths, and think about themselves sftýcessfully fulfilling their contracts. Read Script 
3 or, if time permits, you can use the "visualisation to achieve your goals" exercise on 
the leaders tape. 
I Scýpt 31 
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Close your eyes ... now take 3 deep breaths: in through your nos , 
e, and out through your 
mouth ... see yourself easily carrying out the activity in your contract ... (30-45 seconds of 
silence) ... think about how good you feel ... take 3 more deep breaths and open your eyes. 
7. Inform the participants that the class leaders will be calling them again during the 
coming week to support them in their contract. 
CONTRACT SCRIPT 
1. Deciding what one wants to accomplish 
Ask the person, 'What will you do this week? " It is important that the activity come 
from the participant and not you. This activity does not have to be something covered 
in class - just something that the participant wants to do to change behaviour. Do not 
let anyone say, "I will try... " Each person should say, "I will... 
11. Makina a plan fhis is the difficult and most important part of contracting. Part I is worthless without 
Part 11. The plan should contain all of the following elements: 
1., Exactly what is the participant going to do (i. e., how far will you walk, how will you eat 
less, what relaxation techniques will you practice)? 
2., How much (i. e., walk half a mile, 15 minutes, etc. )? 
3. When will the participant do this? Again, this must be specific (i. e., before lunch, in 
the shower, when I come home from work). 
4. How often will the activity be done? This is a bit tricky. Most participants tend to say 
every day. In contracting, the most important thing is to succeed. Therefore, it is 
better to contract to do something 4 times a week and exceed the contract by 
actually doing it 5 times than to contract to do something every day and fail by only 
doing it 6 days. To insure success, we usually encourage people to contract to do 
something 3 to 5 days a week. Remember that success and self-efficacy are as 
important, or maybe even more important, than actually doing the behaviour. 
Ill. Checking the contract 
Once the contract is complete, ask the participant "Given a scale of 0 to 100, with 0 
being totally unsure and 100 being totally certain, how certain are you that you will 
(repeat the participanfs contract verbatim)? " 
If the answer is 70 or above, this is probably a realistic contract and the participant 
should write it on his or her contract sheet. 
If the answer is below 70, then the contract should be reassessed. Ask the 
participant: 'What makes you uncertain? What problems do you foresee? " Then 
discuss the problems. Ask other participants to offer solutions. YOU should offer 
solutions LAST. Once the problem-solving is completed, have the participant restate 
the contract and return to repeat Part Ill, checking the contract. 
Activity 7: 
CLOSING (5 min) 
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1. Remind participants to fill out their contracts and bring them to class next week. 
2. Invite participants to read Helpbook: 
Chapter 8, pp. 49-68 
Chapter 10, pp. 85-96 
3. Remind participants that the leaders will be calling them during the week. 
4. Collect name tags. 




" To instruct group members in the principles of monitoring aerobic exercise 
" To discuss strategies for dealing with depression 
" To instruct group members about the importance of nutrition for arthritis fitness 
" To instruct the group about osteoporosis 
" To provide practice in distraction techniques 
" To provide an opportunity to practice guided imagery 
Obiectives: 
By the end of this session, group members will be able to: 
1. State 3 ways to monitor aerobic exercise. 
2. State at least 5 strategies for dealing with depression. 
3. State at least 4 reasons why nutrition is important for fitness. 
4. State 3 ways of delaying osteoporosis. 
5. Name and practice distraction techniques. 
6. Continue or increase their fitness programme. 
7. Practice guided imagery as a pain management technique. 
8. Find their "buddy"to call during the week. 
9. Make a contract for the coming week. 
Materials: 
Name tags 
" Easel, flip chart/felt pens or blackboard chalk, prewritten Charts 8-14 
" Helpbook , " Leadees relaxation tape (optional) 
" Handouts: Healthy eating; osteoporosis - better bones for life 
Plan Outline: (Post this agenda at the beginning of class) 
Activity 1. Feed back/Problem-Solving Session (20 min) 
2. Monitoring Endurance Exercise (15 min) 
3. Dealing with Depression (15 min) 
4. Nutrition (20 min) 
Break (10 min) 
Activity 5. Osteoporosis (10 min) 
6. Distraction Techniques (20 min) 
7. Relaxation through Guided Imagery (10 min) 
8. Contracting (20 min) 
9. Closing (5 min) 
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Activity 1: 
FEED BACKIP ROBLEM-SOLVING SESSION (20 Min) 
Note: * Encourage participation of all class members 
If the group is more than 8, divide into 2 groups with each leader taking half of the 
participants. These groups should change composition each week. Not more than 3-5 
minutes should be spent on each person. People who discuss their contracts earlier 
will probably need more time than those who come later. If 2 people have similar 
problems they can be dealt with together, taking time allotted for both (6-10 minutes). 
Don't spend all your time with problem people - deal with them during the break. 
2. Ask each person to: (start with yourself as a model, but make it short) 
a. State his or her contract for the past week. 
b. Talk about how well the contract was accomplished. 
c. Describe any problems which arose in meeting the contract. If there were 
problems, does the individual have any ideas of how to solve them or did he or 
she try a solution? 
3. Ask by show of hands if anyone else in the group ever had a similar problem (not 
necessarily related to their contract). 
4. Ask the group to brainstorm possible solutions. Write these on the board or flip chart, 
or have person with the problem write them on his/her piece of paper. Group leader 
can also offer suggestions, but NOT UNTIL others in the group have participated. 
5. Ask original participant if he/she could use any of the strategies suggested and, if so, 
which one. Recommend that participant make a note of the helpful suggestion on the 
contract sheet. If no suggestions seem workable, then say you will talk with the person 
more during the break - and do so. 
6. Have group reconvene as a whole and briefly answer questions from last week. 
Activity 2: 
MONITORING ENDURANCE EXERCISE (15 min) 
Background Reading- HeIpbook pp. 69-83 
Methods: Lecturette/Discussion/Practice 
Note: Refer to Charts 8&9 
In planning and monitoring an endurance programme, one should remember 3 things 
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2. Tell participants that one can safely increase the duration of an endurance activity by 
alternating brisk exercise with intervals of rest or easy exercise. 
3. Explain that intensity or how hard you work is different for each person. It depends on 
your level of fitness. A5 mile run for a trained athlete may not be intense, while for 
someone with arthritis, a 15 minute walk can be very intense. Intensity can be 
measured easily in these ways (refer to Chart 9): 
Ch4t 9 
MEASURING EXERCISE INTENSITY 
TALK TEST: [You shouldbe able tb-talk comfortably yvhile, exerbs1nqj-, "-". -T 
n: (0 to 10 - O, is no w4k, 10 i' d ý, SELF-RATING - [or. Perceived Exertio sy, ery. ýar 
ýýrk. a rhoderate, 16Vel is 3-6 on, this scale 
Ai 
For those participants interested in monitoring their heart rate as a measurement of 
intensity, refer them to pp. 70-71 in the HeIpbook for more information. Do not spend time 
on this during class. If you wish, you can teach them after class. 
4. Have each participant write down an endurance exercise goal (if not already done) 
which includes frequency, duration and intensity in the Fitness Planner and/or Exercise 
Diary, pp. 42 & 43 in the Helpbook. 
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Activity 3: 
DEALING WITH DEPRESSION (15 min) 
Background Reading: HeIpbook, pp. 157-160 
Methods: Lecturette/Brainstorm/Discussion 
Note: Refer to Chart 7 
Review pain cycle (Chart 7 from Session 2). 
2. Ask group to brainstorm some symptoms of depression. If any of the following are not 
mentioned, add the missing ones. 
a. loss of interest in friends or activities 
b. isolation or withdrawal 
C. difficulty or changes in sleep patterns 
d. increased or decreased appetite 
e. loss of interest in personal care or appearance 
f. unintentional weight loss or gain 
g. general feeling of unhappiness, crying 
h. loss of interest in sex or intimacy 
i. suicidal thoughts 
j. frequent accidents 
k. low self-image, loss of self-esteem 
1. frequent arguments or loss of temper 
m. feeling tired or fatigued 
n. feeling confused, lack of concentration 
3. Now ask group members to brainstorm methods they use to deal with depression - (or 
what they do when they feel blue to make themselves feel better). Discuss. 
Emphasise, a) the importance of contact with others - calling a friend or going out to 
lunch with someone, b) planning ahead for a special event, c) getting out of the house 
everyday, d) doing something nice for themselves even if it is just going out to buy 
some ice cream or a newspaper, and e) exercise (like walking). 
Activity 4: 
NUTRITION (20 min) 
Background reading: HeIpbook pp. 175-193 
Methods: Lecturette/Discussion 
Note- Refer to Charts 10-12 and Healthy Eating handout 
There are no foods which make arthritis better or worse in all people. If you have 
found something which makes you better or worse, then eat or don't eat it. But don't 
expect that same something to work for your friends in the same way. 
2. This does not mean that nutrition is not an important part of the self-management 
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3. We can achieve this by learning to eat well. Eating well means (refer to Chart I I)- 
. 
Y, OF CERTAIN FOODS, 
4. Eating well does not mean we have to starve ourselves or totally eliminate the foods 
we love. Rather, it means making small, gradual changes in what we eat. By making 
small, gradual changes we are more likely to stick with them for good. We can start 
simply by reducing the fat and increasing the fibre in our diets. Some practical hints for 
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5. Other ways in which nutrition plays a role in arthritis include: 
a. Achieving and/or maintaining a healthy weight. Being over or underweight 
can have a considerable impact on symptoms, often making them worse. For 
example, extra weight can put excess stress on hips, knees and ankles. Being 
underweight often means less muscle mass, strength and stamina which 
contributes to fatigue. Finding a healthy weight depends on several factors, 
such as age, activity level, amount of body fat, and medical history. 
Therefore it is wise to consult your doctor about your condition and treatment needs before 
deciding whether or not to lose or gain weight, and how much. Tips for weight control are 
discussed more in the HeIpbook, so please read the chapter on nutrition. 
b. Lessening the side effects of medication. This can be done by: 
1) coordinating meals with medication use (e. g., taking medications with a little food 
or milk lessens stomach problems) 
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2) drinking a full glass of fluid (this does not add to but often helps reduce water 
retention) 
3) reducing salt in your diet, which helps lessen water retention caused by some 
drugs, and helps blood pressure. 
c. Avoiding constipation with a diet high in fibre. This along with exercise can 
counteract the effects of inactivity and some medications. 
d. Slowing osteoporosis. Before discussing the use of calcium, let's talk more about 
osteoporosis. 
BREAK (10 min) 
Activitv 5: 
PREVENTING AND SLOWING OSTEOPOROSIS (10 min) 
Background Reading: HeIpbook pp. 17-21 
Methods: Lecturette/Discussion/Brainstorm 
Note: Refer to Chart 13 and Osteoporosis handout 
Define osteoporosis. (Disease which thins the bones and causes them to break easily. ) 
2. Who is at risk for osteoporosis? 
a. Women who are: 
past the age of menopause 
fair-skinned 
thin 
b. This disease is much less common in men, blacks, hispanics and asians. 
3. Discuss prevention/slowing osteoporosis (Chart 13)-. 
a. Refer to Helpbook, p. 18 for food sources of calcium. 
b. Describe what weiqht-bearinq exercises are. 
c. Discuss use of hormones for post menopausal women. Oestrogen helps prevent 
and slow osteoporosis, but alone adds a slight risk of uterine cancer. Thus, 
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today, post menopausal women are usually given both oestrogen and 
progesterone. The progesterone eliminates the extra risk of uterine cancer. 
It is important to talk with your doctor about the use of hormones. 
d. Brainstorm ways to prevent falls or other accidental injuries. 
4. Discuss questions and problems. If you do not know the answers, ask them to call 
the local ARC or Arthritis Care Branch. 
Activity 6: 
PAIN MANAGEMENT - DISTRACTION (15 min) 
Background Reading- HeIpbook, pp. 160-161, p. 93 
Methods: Lecturefte/Brainstorm/Demonstration/Practice with feedback 
Note: Refer to Chart 14 
Last week we talked about and did a muscle relaxation exercise. This week we'll learn 
about distraction. As you know, it's difficult for the mind to focus on two things at once. 
That is why it is hard to rub your head and pat your stomach at the same time. 
Therefore, learning how to use distraction to break the pain cycle can be beneficial. 
Let's look at this technique more closely. 
2. Explain distraction, referring to Chart 14. 
Chart 14. 
DISTRACTION 
,, -, ý: ý'Short, painful act ivities. 
HOW, Mind focuses on ý§omething'other than th 
pain [Focus on one thing at a time] 
Do not igqore y' our pain 
-q' 'n"I 
a. This technique is especially good for short activities that you know are painful, 
for example opening a jar or climbing stairs. It is also useful when you are 
having trouble falling asleep. 
b. Our minds have trouble focusing on more than one thing at a time. Therefore, 
if we can focus our minds on something other than pain, the pain will be less. 
c. We are not recommending people totally ignore their pain, 
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3. Give 2 or 3 examples of distraction techniques from the Helpbook p. 93. Have group 
brainstorm additional techniques. 
4. Practice with feedback (Leaders should also participate in this exercise. ) 
a. Have participants rate the pain they are experiencing now on a scale of 0-5 (5 
being most painful). If someone does not have pain, he/she can pinch 
him/herself. 
b. Ask participants to think about a short distraction technique they'd like to try. 
C. Have participants use their distraction technique for about 30 seconds. 
d. Then have them rate the pain they had while practicing distraction. 
e. Discuss the results. By show of hands, how many felt a difference? 
5. Add that distraction can also work for longer periods. When you engage in an 
engrossing activity, such as going to a movie, gardening, reading, etc. you forget about 
the pain. However, sometimes you may need to interrupt a long, distracting activity so 
as not to overdo and cause more pain later. 
Activity 7: 
PAIN MANAGEMENT THROUGH GUIDED IMAGERY (10 min) 
Background Reading: HeIpbook, p. 90-91 
Methods: Lecturefte/Practice 
Briefly discuss that guided imagery is like a guided daydream, where you transport 
yourself to another time and place. Like distraction it helps take your mind off the pain. 
It has the added dimension of helping you achieve deep relaxation by picturing yourself 
in a peaceful, relaxing environment. 
2. Have participants mentally rate any te ' nsion/pain on a scale of 
0-5, where 0 represents 
absence of either tension or pain, and 5 represents extreme tension or pain. 
3. Lead the class through the guided imagery exercise, using the leader's tape or Script 
4. 
Scdpt 4 
GUIDED IMAGERY -A WALK IN THE COUNTRY 
Make yourself as comfortable as possible. Loosen any tight clothing. Uncross your arms, 
legs and ankles. Allow your body to feel supported by the surface on which you are sifting. 
Close your eyes. Take a deep breath, in through your nose - breathing all the way down to 
your abdomen. Hold it. Now breathe out slowly through your lips, and, as you do, relax 
your whole body, allowing all your muscles to feel limp and heavy. 
Scan your body for any muscle tension, starting with your head and working all the way 
down to your toes. 
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Release any tension in your face, head. and neck by letting your jaw become slack and your 
head feel heavy on your shoulders. Allow your shoulders to drop heavily. Take a deep 
breath and relax your chest and abdomen. Allow your arms and legs to feel heavy and to 
sink into the surface beneath you. 
Now take another deep breath and become aware of any remaining tension in your body. As 
you breathe out, allow all the muscles of your body to sink heavily into the surface beneath 
you, so that you become even more deeply relaxed. 
Imagine yourself walking along an old country road ... the birds are singing ... the air is calm 
and fragrant. 
As you progress down the road, you come across an old gate... The gate creaks as you 
open it and go through. 
You find yourself in an overgrown garden, flowers growing where they have seeded 
themselves, vines climbing over a fallen tree, green grass, shady trees. 
Breathe deeply, smelling the flowers... listen to the birds and insects ... feel the gentle breeze, warm against your skin. 
As you walk leisurely up a gentle slope behind the garden, you come to a wooded area 
where the trees become denser, the sun is filtered through the leaves. The air feels mild 
and a bit cooler. You become aware of the sound and fragrance of a nearby brook. You 
breathe deeply the cool and fragrant air, and with each breath, you feel more refreshed. 
Soon, you come upon the brook. It is clear and clean as it tumbles over the rocks and some 
fallen logs. You follow the path along the brook for a way. The path takes you out into a 
sunlit clearing where you discover a small and picturesque waterfall ... There is a rainbow in the mist... 
You find a comfortable place to sit for a while, a perfect niche where you can feel completely 
relaxed. 
You feel good as you allow yourself to just enjoy the warmth and solitude of this peaceful 
place. 
It is now time to return. You walk back down the path, through the cool and fragrant trees, 
out into the sun-drenched overgrown garden ... one last smell of the flowers and out through the creaky gate... 
You leave this secret retreat for now and return down the country road. However, you know 
that you can visit this special place whenever you wish. 
When you're ready, take a few deep breaths, and open your eyes whenever you wish. 
4. Have the participants re-rate their tension/pain on a scale of 0-5 dnd ask them to raise 
their hands if their pain or tension has decreased. 




CONTRACTING (20 min) 
Method: Discussion 
Notes: Encourage participants to make a contract this week involving their fitness 
programme, pain management or other new activity covered in class. 
If the group is more than 8, break the class into two groups with one leader in each 
group. Remind them that at the end of each class, we will be setting one or more 
arthritis-related contracts for the coming week. This way we take small steps toward 
more flexibility, less pain and more strength. 
2. Have participants refer to the contract form in the HeIpbook, p. 33. Ask participants to 
write a contract for the week. Remind the participants that the contract should be: 
a. something they want to do 
b. realistic 
c. "do-able" 
3. Leader should read his/her contract first (be sure it is a good example). If possible, 
one of the leaders should contract for a fitness behaviour. 
4. Have participants read their contracts and tell how confident they-are that they can 
accomplish it (100 is very certain, 0 is not at all certain). Emphasise that this is not the 
percentage of the contract they believe theyban complete, but how certain they are 
that they can complete the whole contract. If 100 or 90, suggest contract may be too 
easy. If 70 or less, suggest contract may be too hard. In either case, suggest that the 
participant adjust the contract. (To help people contract, see contracting script. ) 
5. If someone is having trouble writing a clear (specific activity, times per day, days per 
week) contract ask other group members for suggestions before you help. Do not 
spend more than 3-4 minutes with any one person. If someone is having problems, 
work with them individually after class. 
6. While still in contracting groups, have participants close their eyes, take a few deep 
breaths, and think about themselves successfully fulfilling their contracts. Read Script 
6 or, if time permits, use the "visualisation to achieve your goals" exercise on the' 
leaderstape. 
Script 5 
Close your eyes ... now take 3 deep breaths: in through your nose and out through your 
mouth ... see yourself easily carrying out the activity in your contract ... (30-45 seconds of 
silence) ... think about how good you feel ... take 3 more deep breaths and open your eyes. 
7. Ask participants to find a "buddy" for the coming week. They will call each other 
during the week to see how the contract is going, just as the leaders did in the previous 
weeks. Leaders should call any participant who is not paired with another. 
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CONTRACT SCRIPT 
1. Deciding what one wants to accomplish 
Ask the person, "What will you do this week? " It is important that the activity come 
from the participant and not you. This activity does not have to be something covered 
in class - just something that the participant wants to do to change behaviour. Do not 
let anyone say, "I will try... " Each person should say, "I will... " 
11. Makinq a plan 
This is the difficult and most important part of contracting. Part I is worthless without 
Part 11. The plan should contain all, of the following elements: 
1. Exactly what is the participant going to do (i. e., how far will you walk, how will you 
eat less, what relaxation techniques will you practice)? 
2. How much (i. e., walk half a mile, 15 minutes, etc. )? 
3. When will the participant do this? Again, this must be specific (i. e., before lunch, in 
the shower, when I come home from work). 
4. How often will the activity be done? This is a bit tricky. Most participants tend to say 
every day. In contracting, the most important thing is to succeed. Therefore, it is 
better to contract to do something 4 times a week and exceed the contract by 
actually doing it 5 times than to contract to do something every day and fail by only 
doing it 6 days. To insure success, we usually encourage people to contract to do 
something 3 to 5 days a week. Remember that success and self-efficacy are as 
important, or maybe even more important, than actually doing the behaviour. 
111. Checkinq the contract 
Once the contract is complete, ask the participant "Given a scale of 0 to 100, with 0 
being totally unsure and 100 being totally certain, how certain are you that you will 
(repeat the participant's contract verbatim)? " 
If the answer is 70 or above, this is probably a realistic contract and the participant 
should write it on his or her contract sheet. 
If the answer is below 70, then the contract should be reassessed. Ask the 
participant: "What makes you uncertain? What problems do you foresee? " Then 
discuss the problems. Ask other participants to offer solutions. YOU should offer 
solutions LAST. Once the problem solving is completed, have the participant restate 
the contract and return to repeat Part 111, checking the contract. 
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Activitv 9: 
CLOSING (5 min) 
Ask participants to continue filling out their fitness planner and/or exercise diaries and 
to use them daily, if they have not been doing so. 
2. Invite participants to read Helpbook: 
Chapter 4, pp. 17-21 
Chapter 9, pp. 69-83 
Chapter 10, pp. 90-93 
Chapter 14, pp. 157-163 
Chapter 16, pp. 175-193 
3. Remind participants to call their buddies. 
4. Remind participants to fill in their contracts and bring them to the next class. 
5. Ask participants to bring a list of their medications to class next week so we can 
discuss them in Session 6. 
Collect name tags 




To inform group about the principles of problem-solving 
To provide the opportunity to apply problem-solving skills 
To inform group about occupational therapy services 
To inform group about appropriate use of joints and joint protection 
To inform group about how techniques, equipment and appliances can be useful 
To introduce self-talk 
Obiectives: 
By the end of this session, group members will be able to: 
1. Define the 7 steps for solving problems. 
2. Discuss problem-solving principles. 
3. Demonstrate the problem solving process for at least one problem. 
4. Apply at least two problem-solving principles to his/her life. . 5. 'State the role of the occupational therapy service, and will know who to contact for 
advice about equipment and appliances. 
6. Use and protect their joints appropriately. 
7. Demonstrate changing negative self-talk to positive self-talk. 
8. Make a contract for the coming week. 
Materials: 
Name tags 
Easel, flip chart/felt pens or blackboard chalk, prewritten Charts 15-16 
Slides showing use of equipment and appliances 
A selection of equipment and appliances 
Helpbook 
Plan Outline: (Post this agenda at the beginning of class) 
Activity 1. Feed back/Problem-Solving/Contracti ng Session (25 min) 
2. Problem-Solving (25 min) 
3. Joint Protection And Use Of Equipment (60 min) 
Break (10 min) 
. Activity 4. Self-Talk (25 min) 
5. Closing (5 min) 
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Activity 1: 
FEEDBACKIPROBLEM-SOLVINGICONTRACTING SESSION (25 min) 
Note: Starting this session, feedback and contracting are combined! Encourage 
participation of all class members. 
If the group is more than 8, divide into 2 groups with each leader taking half of the 
participants. These groups should change composition each week. Not more than 3-5 
minutes should be spent on each person. People who discuss their contracts earlier 
will probably need more time than those who come later. If 2 people have similar 
problems they can be dealt with together, taking time allotted for both (6-10 minutes). 
Don't spend all your time with problem people - deal with them during the break. 
2. Ask each person to: (start with yourself as a model, but make it short) 
a. State his or her contract for the past week. 
b. Talk about how well the contract was accomplished. 
c. Describe any problems which arose in meeting the contract. If there were 
problems, does the individual have any ideas of how to solve them or did he or 
she try a solution? 
3. Ask by show of hands if anyone else in the group ever had a similar problem. Have 
the group brainstorm possible solutions. Write these down or ask the person with the 
problem to write them down. Remember the group leader should offer suggestions 
after others have done so. 
4. Ask if participants can use any of the suggestions. Recommend that the participant 
incorporate these into this week's contract. (If no suggestions seem workable, talk 
with this person more during break. ) 
5. As participants report on last week's contract also ask them to make a contract for the 
coming week. Remind them the contract should be: 
a. something they want to do 
b. realistic 
c. "do-able" 
6. Have them read the contract and tell how confident they are that they can accomplish it 
(1100 is very certain, 0 is not at all certain). Emphasise that this is not the percentage of 
the contract they can complete, but how certain they are that they can complete the 
whole contract. If 100 or 90, suggest contract may be too easy. If 70 or less, suggest 
contract may be too hard. In either case, suggest that the participant adjust the 
contract. (To help people contract, see contracting script. ) 
7. If someone is having trobble writing a clear contract (specific activity, times per day, 
days per week), ask other group members for suggestions before you help. Do not 
spend more than 3 to 4 minutes with any one person. Again, if someone is having 
problems, work with them individually during the break or after class. 
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CONTRACT SCRIPT 
1. Deciding what one wants to accomplish 
Ask the person, "What will you do this week? " It is important that the activity come 
from the participant and not you. This activity does not have to be something covered 
in class - just something that the participant wants to do to change behaviour. Do not 
let anyone say, I will try... " Each person should say, I will... " 
11. Making a plan 
This is the di ult and most important part of contracting. Part I is worthless without 
Part 11. The plan should contain all of the following elements: 
I., Exactly what is the participant going'to do (i. e., how far will you walk, how will you eat 
less, what relaxation techniques will you practice)? 
2. How much (i. e., walk half a mile, 15 minutes, etc. )? 
3. When will the participant do this? Again, this must be specific (i. e., before lunch, in 
the shower, when I come home from work). 
4., How often will the activity be done? This is a bit tricky. Most partic 
' 
ipants tend to say 
every day. In contracting, the most important thing is to succeed. Therefore, it is 
better to contract to do something 4 times a week and exceed the contract by 
actually doing it 5 times than to contract to do something every day and fail by only 
doing it 6 days. To insure success, we usually encourage people to contract to do 
something 3 to 5 days a week. Remember that success and self-efficacy are as 
important, or maybe even more important, than actually doing the behaviour. 
Ill. Checking- the contract 
Once the contract is complete, ask the participant "Given a scale of 0 to 100, with 0 
being totally unsure and 100 being totally certain, how certain are you that you will 
(repeat the participant's contract verbatim)? " 
If the answer is 70 or above, this is probably a realistic contract and the participant 
should write it on his or her contract sheet. 
If the answer is below 70, then the contract should be reassessed. Ask the 
participant: "What makes you uncertain? What problems do you foresee? " Then 
discuss the problems. Ask other participants to offer solutions. YOU should offer 
solutions LAST. Once the problem solving is completed, have the participant restate 
the contract and return to repeat Part 111, checking the contract. 
8. Have group reconvene as a whole and briefly answer any questions from last week. 
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Activity 2: 
PROBLEM-SOLVING PRINCIPLES AND PRACTICE (25 min) 
Background Reading: HeIpbook, pp. 97-135 
Methods: Lecturette/Discussion/Practice 
Note: Refer to Chart 15 
Explain that problem solving is an important process that helps us gain confidence 
in our own abilities. Discuss the problem-solving process outlined in Chart 15. 
Using a personal example, a leader with arthritis should illustrate each step. Please 
use a problem related to energy conservation or daily activities. (If you cannot think of 
an appropriate example, use one from the HeIpbook pp. 132-135). Point out that this 




1. IDENTIFY THE PROBLEM 
2. LIST IDEAS [to solve the problem 
ethod to try) 3. SELECT ONEjm 
4. ASSESS THE RESULTS 
., _, 5. 
'SUBSTITUTE ANOTHER IDEA, jif the'first did not: Work' 
6. UTILISE OTHER RESOURCES [i! you : solutionsidoýn', 
t, w6. ýk)ý'ý', 
i. ML., LrI urnu inr rr'cuLL. ivi JYIMI wi D1ULV#L)LL. IwVY 
2. Now ask the participants to practice the first 2 steps of this process, applying it to a 
problem they are having with one of their daily activities. 
3. Give the class 3 to 5 minutes, during which each participant should write down the 
first 2 steps for his/her own problem. Leaders should circulate and give help as 
needed. 
4. Have a few of the participants share their problem and list of solutions (particularly any 
who are having trouble doing a list). Ask other class members to add solutions to the 
list (the leaders offering their suggestions last . Then have each participant choose a 
method to try. 
5. If your class has many people with functional problems, refer them to pp. 137-151 of 
The Helpbook for information on self-help aids. 
6. Ask for any final questions and/or remarks. 
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Activitv 3: 
JOINT PROTECTION AND USE OF EQUIPMENT (60 min) 
Methods: Lecturette/Slides/Dernonstration with equipment and appliances/Discussion 
Everyday activities can put a strain on joints and cause pain and deformity. By 
adapting techniques and changing equipment, strain and pain can be lessened. 
2. Showing Principles of Joint Protection: 
a. To maintain as much function as possible and to improve quality of lifestyle, not 
hinder. 
b. To protect the joints from damage 
c. To try to minimise the strain on the joints 
d. To respect pain 
3. Appropriate Use of Joints: 
a. To demonstrate qood body mechanics: 
- distribute the strain over several joints - if possible avoid gripping small objects and 
avoid using individual joints; rest and exercise joints to maintain maximum function. 
- avoid pushing your fingers into u1nar deviation - [the drift of the hand and/or fingers lowards the little finger]. 
- avoid maintaining the same position for prolonged pedods. 
b. To qain qualitv: 
- plan and organise - break tasks down to allow for rests. 
- balance work, rest and social activity - conserve energy. 
c. Consult an Occupational Therapist for guidance and advice on helpful techniques, 
equipment and appliances. 
Remind participants that these are guidelines and that the priorities of joint protection are 
best decided by each person according to their personal, social and physical needs, 
which may alter from day to day. 
Appliances and joint protection must be for the best advantage of the individual in their own 
personal life-style, family and unit, to give the best quality of life for the individual. 
N. B. What's right for one person may be contra-indicated for another. 
4. Use of slides and equipment and appliances for demonstration 
BREAK (10 min) 
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Activity 4: 
IDENTIFYING NEGATIVE THOUGHTS AND ATTITUDES: SELF-TALK (25 min) 
Background Reading: Helpbook, p. 94 
Methods: Lecturefte/Discussion/Brainstorm/Practice 
Note: Refer to Chart 16. Encourage participants' involvement and supplement with 
leader's example to provide a model for them. 
Introduce the idea of self-talk as those habitual things we say to ourselves. 
Leader should give an example of both positive and negative self-talk. 
a. When waking up with p2Lin: 
Negative: "Oh, no... The pain is here and already strong. There go my plans for the 
day. I might as well stay in bed, since it's going to be a miserable day 
anyway. " 
Positive- "Oh, no... The pain is already strong. Well, I'm not going to let this 
interfere with my plans today. I'll do my stretching, take a warm 
bath ... Maybe listen to my relaxation tape while 
I bathe. That should help 
me get through the next couple of hours. By then, I'll feel better and will 
be able to go on the outing with my friends. I can take it easy if I need 
to. " 
b. Another brief example: 
Negative: "I just can't do the things I used to do, so why bother. " 
Positive: "I'm getting better able to do some things, my exercises are really helping 
II me. 
2. Self-talk can be about anything and can make a difference in our experience of pain. 
Brainstorm with participants some of their negative self-statements related to arthritis. 
Ask for a couple of examples, and be prepared to give personal ones. List these on 
the board or flip chart. 
3. Give some examples of positive self-talk by changing the first one or two negative 
statements to positive ones. Then ask participants to practice by changing the 
remaining statements to positive ones. Remember to clarify what self-talk is, 
distinguishing it from distraction techniques for those people who may be having 
difficulty with this exercise. 
4. Briefly outline the four steps to getting our self-talk to work for us (Chart 16), 
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5. Changing from negative to positive self-talk is like changing any habit. At first, we 
must be deliberate and pay close attention. With practice, positive self-talk will 
become an automatic response, like learning to dance or drive a car. Be patient. 
6. Ask participants to watch for negative self-talk in this next week and change it to 
positive. 
Activitv 5: 
CLOSING (10 min) 
Have participants sit quietly for a few moments, close their eyes, take 3 deep breaths 
and think about successfully fulfilling their contracts. Read Script 6 or if time permits 
use the exercise on the leader's tape. 
Script 6 
Close your eyes ... now take 3 deep breaths: in through your nose and out through your 
mouth ... see yourself easily carrying out the activity in your contract ... (30-45 seconds of 
silence) ... think about how good you feel ... take 3 more deep breaths and open your eyes. 
2. Ask each participant to find new buddies to call this week, if they would like to; 
otherwise they may keep the same buddy. Leaders should call anyone who is not 
paired with another person. 
3. Collect list of participants' medications. 
4. Invite participants to read Helpbook 
Chapter 12, pp. 137-151 
Chapter 11, pp. 97-135 
5. Remind participants to fill out their contracts and bring them to next weeWs class. 
6. Ask participants to keep up their exercise diaries. 
7. Collect name tags. 




To introduce and practice communication skills to be used with family, friends, and 
doctors 
To inform participants about: 
1) the role of the chiropodist/podiatrist 
2) access to available services 
To help participants understand the importance of footcare 
To help participants understand the structure and mechanics of the foot and to be 
aware of the scope of foot-related problems that could require chiropody/podiatry care 
To provide information about appropriate footwear 
To inform participants about foot orthoses 
To inform participants about the role of the foot and footwear during exercise 
To encourage appropriate exercise 
To review pain management techniques 
To give participants skills in making judgments about non-traditional treatments 
To provide an opportunity for participants to practice vivid imagery or visualisation 
Obiectives* 
By the'end of this session, group members will be able to: 
1. State 3 strategies for establishing a good relationship with his/her doctor. 
2. Demonstrate the use of "I" messages. 
3. Understand the role of the chiropodist/podiatrist, and will know how to contact the 
chiropody service locally. 
4. To recognise problems that require chiropody/podiatry care. 
5. To select appropriate footwear and understand why footwear might not be appropriate. 
6. To seek specialist advice from the chi ropodist/podiatrist for useful orthoses. 
7. State what footwear to use during exercise, and will know what exercise to do to take 
care of their feet. 
8. State the steps for evaluating non-traditional treatments. 
9. Name at least 4 pain management techniques. 
10. Practice vivid imagery as a pain management technique. 
11. Make a contract for the coming week. 
Materials: 
" Name tags 
" Easel, blank flip charts/felt pens or blackboard chalk, prewritten Charts 17-24 
" Foot orthoses 
" HeIpbook 
" Leader's tape (optional) 
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Plan Outline: (Post this agenda at the beginning of class) 
Activity 1. Feedback/Problem-Solving/Contracting Session (25 min) 
2. Communication Skills (20 min) 
3. Working with Your Doctor (20 min) 
Break (10 min) 
Activity 4. Foot Care (30 min) 
S. Non-traditional Treatments (15 min) 
6. Review of Pain Management (10 min) 
7. Relaxation Through Visualisation (10 min) 
8. Closing (10 min) 
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Activitv 1: 
FEEDBACK/PROBLEM-SOLVINGICONTRACTING SESSION (25 min) 
Note: Encourage participation of all class members. 
If the group is more than 8, divide into 2 groups with each leader taking half of the 
participants. These groups should change composition each week. Not more than 
3-5 minutes should be spent on each person. People who discuss their contracts 
earlier will probably need more time than those who come later. If 2 people have 
similar problems they can be dealt with together, taking time allotted for both (6-10 
minutes). Don't spend all your time with problem people - deal with them during the 
break. 
2. Ask each person to: (start with yourself as a model, but make it short) 
a. State his or her contract for the past week. 
b. Talk about how well the contract was accomplished. 
c. Describe any problems which arose in meeting the contract. If there were 
problems, does the individual have any ideas of how to solve them or did he or she 
try a solution? 
3. Ask by show of hands if anyone else in the group ever had a similar problem. Have 
the group brainstorm possible solutions. Write these down or ask the person with the 
problem to write them down. Remember the group leader should offer suggestions 
after others have done so. 
4. Ask if participants can use any of the suggestions. Recommend that the participant 
incorporate these into this week's contract. (If no suggestions seem workable, talk 
with this person more during break. ) 
5. As participants report on last week's contract also ask them to make a contract for the 
coming week. Remind them the contract should be: 
a. something they want to do 
b. realistic 
c. "do-able" 
6. Have them read the contract and tell how confident they are that they can accomplish 
it (100 is very certain, 0 is not at all certain). Emphasise that this is not the 
percentage of the contract they can complete, but how certain they are that they can 
complete the whole contract. If 100 or 90, suggest contract may be too easy. -If 70 or 
less, suggest contract may be too hard. In either case, suggest that the participant 
adjust the contract. (To help people contract, see contracting script. ) 
7. If someone is having trouble writing a clear contract (specific activity, times per day, 
days per week), ask other group members for suggestions before you help. Do not 
spend more than 3 to 4 minutes with any one person. Again, if someone is having 
problems, work with them individually during the break or after class. 





1. Decidinq what one wants to accomplish 
Ask the person, 'What will you do this week? " It is important that the activity come from 
the participant and not you. This activity does not have to be something covered in class 
- just something that the participant wants to do to change behaviour. Do not let anyone 
say, "I will try... " Each person should say, "I 
11 Makinq a plan 
This is the difficult and most important part of contracting. Part I is worthless without 
Part II. The plan should contain all of the following elements: 
1., Exactly what is the participant going to do (i. e., how far will you walk, how Will you eat 
less, what relaxation techniques will you practice)? 
2. How much (i. e., walk half a mile, 15 minutes, etc. )? 
3. When will the participant do this? Again, this must be specific (i. e., before lunch, in 
the shower, when I come home from work). 
4. How often will the activity be done? This is a bit tricky. Most participants tend say 
every day. In contracting, the most important thing is to succeed. Therefore, it is better 
to contract to do something 4 times a week and exceed the contract by actually doing it 
5 times than to contract to do something every day and fail by only doing it 6 days. To 
insure success, we usually encourage people to contract to do something 3 to 5 days 
a week. Remember that success and self-efficacy are as important, or maybe even 
more important, than actually doing the behaviour. 
III Checking the contract *6nce the contract is complete, ask the participant "Given a scale of 0 to 100, with 0 
being totally unsure and 100 being totally certain, how certain are you that you will 
(repeat the participant's contract verbatim)? " 
If the answer is 70 or above, this is probably a realistic contract and the participant 
should write it on his or her contract sheet. 
If the answer is below 70, then the contract should be reassessed. Ask the Participant: 
'What makes you uncertain? What problems do you foresee? " Then discuss the 
problems. Ask other participants to offer solutions. YOU should offer solutions LAST. 
Once the problem solving is completed, have the participant restate the contract and 
return to repeat Part 111, checking the contract. 
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Activity 2: 
COMMUNICATION SKILLS (20 min) 
Background Reading: Read Helpbook, pp. 165-174 
Methods: Lecturefte/Role play/Practice with feedback 
Note: Refer to Chart 17 
Explain why we take time to learn good communication skills. Refer to Chart 17. 





[Withb(it gobd communicati6n, a hfitis ca PREVENT MISUNDERSTANDING 
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2. While good listening is part of good communication, today we will focus our time on 
"I" messages instead of "you" messages. (Distinguish "I" from "eye" for the 
participants. ) The "I" message allows you to express feelings, such as anger, 
frustration, etc. without blowing up, seeming to blame others or promoting 
defensiveness in others. "You" messages tend to do these things as well as block 
further communication. 
3. Ask participants to listen to the following examples carefully, noting how they would 
feel in each situation. Leaders role-play each version of this verbal exchange between 
a person with arthritis and a friend who does not have arthritis. 
"You" Message Example: 
Friend 1: Hurry up! You're always late for everything. Can't you speed it up? 
Friend 2: You're always complaining! You just can't seem to understand that my arthritis 
hurts so bad I can't move as fast as you can. You don't think of anybody else but 
yourself. 
Friend 1: You're always using your arthritis as an excuse for everything. 
Friend 2: Well, if yoLf d be more considerate, I wouldn't have to mention it so often. 
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"I" Message Example: 
Friend 1: We're running late. I'm afraid we'll miss the start of the show. Can you go faster? 
Friend 2: I'm sorry. My arthritis is especially bad today and I'm having a hard time walking. 
Friend 1: Sometimes I feel as if your arthritis gets in the way of everything we want to do. 
Friend 2: I'm sorry you feel that way. Next time, we'll have to plan ahead and get an earlier 
start. 
4. Ask participants if they noticed the difference between the two dialogues. Briefly point 
out that the use of the "I" message allowed communication to reach the point where 
they were able to express feelings without blaming each other and find a solution to 
the problem, instead of leaving each other with hurt feelings. The "You" messages 
tended to be more aggressive or hostile and put the receiver on the defensive, 
blocking further communication and the opportunity to find a solution to the problem. 
5. Remind participants that they now have two new skills to deal with communication 
problems: 1) the problem-solving skills learned last session, and 2) the use of "I" 
messages. 
6. Ask participants for examples of communication problems they are having. Take 2 or 
3 examples (watch your time), and using the problem-solving techniques and/or "I" 
messages, work towards solutions. Be sure that suggestions come from the group, 
NOT YOU. Ask, "does anyone have any suggestions? " When these are all listed, ask 
the person with the problem which suggestion he or she would like to try. Then ask 
how he or she will use an "I" message to communicate the decision (if this is 
appropriate). If the person has trouble with the "I" message, ask others in the group 
to help. 
Activity 3: 
WORKING WITH YOUR DOCTOR-COMMUNICATION SKILLS HELP (20 min) 
Background Reading: HeIpbook. pp. 235241 
Methods: Lecturefte/Brainstorm/Practice With feedback 
Quickly have the group brainstorm the things they like about their doctors. 
2. Without discussion of the above, brainstorm the problems they have with their doctors. 
3. For each problem, ask class members to give an example of an "I" message that 
would help them achieve a more satisfying experience With their doctor. Some 
samples are given below. Use these examples if the group is having a difficulty with 
this exercise. 
Note: Watch out for hidden "you" messages. Participants will often respond with I feel that 
you... " Encourage real "I" messages! 
"Mydoctor never has time. " 
"I" message: I have some questions and would like to schedule an appointment 
with time to talk them over with the doctor. 
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"I" message: I have several questions I need to discuss with you, but I know we're 
short of time today, so I'd like to discuss the two most important ones today. I'd 
like to schedule a little more time later to discuss the others. 
"All my doctor does is trV one pill after the other. " 
"I" message: I'm worried that we'll never find the right medication. 
"My doctor never tells me anything about my medications. " 
"I" message: I feel better when I know what side effects I should look out for. 
"My doctor uses lanj! uage I can't understand. " 
"I" message: I don't know what that means. Would you please explain it? 
"My doctor never listens to me. " 
"I" message: Dr. Jones, I feel frustrated that I'm not expressing myself adequately. 
If someone has a difficult problem, do a role play with the leader as the doctor and the 
rest of the class coaching the participant. For the problems that don't lend themselves 
to "I" messages, ask if other group members have found satisfactory solutions to a 
similar problem. Point out to the class that you are using the problem-solving 
technique learned earlier. 
5. We usually think about using "I" messages to solve problems. But they are also good 
for expressing appreciation. Ask participants for one or two examples of "I" messages 
they might use to tell their doctor what they like about him or her. 
Discuss the items in Chart 18: 
Chart 18, 
TAKE PART 
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7. Remember, there is no exact treatment for arthritis; therefore, we must work with our 
doctors. If something does not work, let your doctor (or other members of your health 
care team) know, so that together you can try something else. Self-help is a "joint 
venture. " 
Activitv 4: 
FOOT CARE (30 min) 
Method: Lecturette/Demonstration 
Note: Refer to Charts 19-22 
The Foot: 
a. Are feet important? 
85% of population will need chiropody during their life-time due to single conditions 
(athletes foot), structural problems (flat feet), walking problems (back pain), and health 
problems. (Refer to Chart 19 - "Oh, my aching feet") 
b. The structure and mechanics of the foot. (Refer to Chart 20 - Drawings of the foot) 
Discuss: 
- The foot: 26 bones, 19 muscles & 36 joints, ligaments, extreme muscle tendons, blood 
vessels and nerves 
- Walking: one and a half times our body weight through the foot 
- Foot types: high/low; mobile/rigid; family; problem feet 
- Lifestyle and feet 
2. What Should A Shoe Do?: (Refer to Chart 21) 
Chart 21., 
FOOTWEAR, 
What stiould ýou'r6quire a shoeto o' 
F IT, 
IN COMFORT AND, SAFETY, -,,,, 'ý'ý; BALANCE AND WALKING 
-t- Al 
R TEQT "-P 0 
L7; 
-P ýAND DRYNESS ROVIDE WARMTH 
J, U ý"3 
APPEAR., 'NORMAL' 
a. Shoes are blamed for more foot problems than necessary. III fitting or inappropriate 
shoes will highlight foot pathology 
b. Necessity of having shoes fitted 
c. Shoes assist balance and walking- light soles/ flexible/ soft uppers/ appropriate 
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fastening/ heels versus wedges 
d. Should protect 
e. Provide warmth and dryness 
f. Appear'normal' - yet reflect the shape of the foot 
g. Semi-Bespoke and Bespoke footwear; foot orthoses 
3. Exercise And Feet: (Refer to Chart 22) 
Chbrf22- 
EXERCISE 
ý,, GENERAL HEALTH AND'FITNES$, ' 
JOINT MOVEMENT EXERCISES'ýý, 
MUSCLE STRENGTH EXERCISE! g, i 
EXERCISE CAN NOT WEAR, OUT YOUR'JOINTS-ý 
a. Amount varies according to extent of arthritis, type and stage 
b. Encourage outdoor exercise (daily exercise to keep joints mobile-, walking on soft 
surfaces) 
c. Daily non-weight bearing exercises -'range of motion' 
4. Look after feet and avoid problems 







NON-TRADITIONAL TREATMENTS (15 min) 
Background Reading: Helpbook, pp. 190-193 
Method: Lecturefte 
Note: Refer to Chart 23 
1. It is easy to think that a special diet or other nontraditional treatment will help 
arthritis. We always want a magic bullet. Unfortunately, there is no such thing in 
arthritis. Therefore, it is very important to be able to evaluate nontraditional 
treatments. 
2. State that if anyone is considering a specific diet or other form of nontraditional 
treatment, there are some important questions he/she should ask. These include: 
(refer to Chart 23) 
Chart 23 
EVALUATING DIETS/ OTHER C URE 
19 PROOF BY STORIES'OR SCIENTIFIC STUDY? 
was there a control group? ] 
ATIENTS'LIKE YOUZ WERE P 4A 
COULD ANYTHING ELSE HAVE CAUSED: THE RESULTS? t,, 
WERE RESULTS PUBLISHED IN A REPUTABLE JOUR 
DOESJHE DIET ELIMINATE ANY BASIC FOOD. 011. NUTRIENT. 1-, -: - 
THE DIET STRESS ONLY A FEW FOO 
ýCAN YOU AFFORD T? 
ARE YOU WILLING TO GO TO THIf TR UBLE/EXPENSE, 0? 
sr.,. CAN YOU THINK OF POSS. IBLE DANGýRSIHARM? 
Activity 6: 
REVIEW OF PAIN MANAGEMENT (10 min) 
Methods: Brainstorm/Discussion 
1. Remind participants that so far they have learned 4 specific pain management 
techniques: muscle relaxation, distraction, guided imagery and self-talk. 
58 
2. Ask participants to brainstorm other pain management techniques they use. After the 
brainstorm, have participants explain any techniques which are not clear. If not 
already discussed, add the use of heat and cold (use whichever feels best; do not use 
either one for more than 15 minutes at a time). Refer participants to this section in the 
HeIpbook p. 94. 
Activity 7: 
PAIN MANAGEMENT THROUGH VIVID IMAGERY (10 min) 
Background Reading: HeIpbook pp. 91-92 
Methods: Lecturefte/Practice/Discussion 
l3defly discuss that vivid imagery (or visualisation) is like guided imagery but can be 
used for longer periods or while you are engaged in other activities. For example, you 
might try to recall pleasant scenes from your past that made you feel good, filling in as 
many details as possible. Another way to use this technique is to help you 
successfully fulfill the goals you set for yourself, just as we have practiced at the end 
of each session. 
2. Have participants mentally rate their tension/pain on a scale of 0-5, where 0 represents 
absence of either tension or pain, and 5 represents extreme tension or pain. 
3. Lead the class through the visualisation exercise, using the tape or Script 7 
Script 7 
VISUALISATION 
Make yourself as comfortable as possible. Loosen any constricting clothing. Uncross your 
legs and ankles. Allow your body to feel supported by the surface on which you are sifting. 
Give yourself permission to take the next few minutes for yourself ... For just a little while, let go of all outside concerns. 
Close your eyes. Now take a deep breath in and as you breathe out, allow any tension to 
flow out with your breath and let all the muscles of your body sink into the surface beneath 
you, becoming deeply relaxed. 
If any unnecessary thoughts come along, just allow those thoughts to pass by, knowing you 
have no need to think them at this time. 
Let those thoughts know they can return later, but now you are letting your mind become 
more and more clear as your body becomes more and more relaxed.... And now slowly 
allow an image to form. Imagine yourself looking and feeling just the way you want to look 
and feel. 
Imagine that you're doing something you'd like to be doing, in a place you'd like to be, 
feeling physically strong, mentally awake and clear, and emotionally balanced... 
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Let yourself drift more and more into this image ... become this person and let it become so 
real that you can look around and see the colours and shapes and all the things around 
you, hear the sounds that are around you and feel the movement of your body. Let 
yourself enjoy any fragrances that are in the air ... feel the temperature of the air. 
Drift completely into this scene and see how good it feels to be this person. The more you 
can feel how good it feels to be this person, the more it motivates you to become this way. 
Let yourself enjoy this feeling. 
Now let this image fade away and go back to a time, either today or within the recent past, 
when you were feeling really good about yourself, a time when you found yourself 
accornplishing something. 
Perhaps something you had been working on was completed, or maybe you had a pleasant 
meeting with someone or perhaps you had some other personally rewarding experience. It 
might have been something major or maybe just a minor achievement, whatever... 
As you drift back into this scene, see where you are, feel what you are doing and become 
aware of anyone who may be around you. Relive this scene so that you can feel yourself 
being successful in a way that lets you feel really good about yourself.. 
Now take a deep breath in and as you let it out, let that scene fade away 
Now let yourself go to another time today or in the recent past when you felt really positive 
about yourself in some way. It may take a moment or two to let the image form ... Gradually let yourself drift into it. See as clearly as you can where you are and what 
you're doing and relive the positive part of this scene as clearly as you can ... letting 
yourself feel how much you enjoy doing things in this way. Go all the way through it now... 
Take a deep breath in and as you let it out let this scene fade away but let the good feeling 
stay with you. 
Now let yourself travel forward in time, to tomorrow. Visualise yourself awakening 
refreshed and alert, looking forward to the day. Take yourself through the highlights of the 
day. 
As you go through the day, drift into each new scene, feeling yourself handle each part of 
the day the way you really want to. See where you are and what you are doing. Keep the 
pleasant feeling with you that comes of being confident and able to handle things as you 
want to... 
Imagine yourself ending the day with the pleasant feeling of accomplishment, really feeling 
good about yourself. 
And now let yourself travel even further into the future, maybe a few days or weeks or 
months, so you can take a look at your future self the way you want to be. Let yourself be 
looking and feeling just the way you want to look and feel. Drift into this body, feel yourself 
doing something you really enjoy doing in a place you really enjoy being... 
All the images that have gone through your mind are now recorded in your memory. Each 
time you allow yourself to experience this person, your body, mind and emotions are 
gradually moving in the direction that is best for you. 
And now let yourself travel back through time to the here and now. As you prepare to open 
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your eyes, you may want to stretch your legs and arms a bit. When you're ready, open 
your eyes. You might want to remain quiet for just a few minutes and allow yourself to enjoy 
this feeling of calm and relaxation before returning to your activities. 
Adapted with permission from: 
"Putting the Day to Rest" 
Emmett Miller, M. D. 
Source Cassette Learning Systems 
945 Evelyn 
Menlo Park, CA 94025 
4. Have class rate their tension/pain on a scale of 0-5 again. 
5. Ask for a show of hands if anyone's pain or tension decreased. Explain that with 
practice these effects will increase. Encourage them to practice at home. 
Activity 8: 
CLOSING (5 min) 
Have participants close their eyes, take 3 deep breaths, and think about themselves 
successfully fulfilling their contracts. Read Script 8 or, if time permits, use the 
exercise on the leaders tape. 
Script 8 
Close your eyes ... now take 3 deep breaths: in through your nose and out through 
your mouth ... see yourself easily carrying out the activity in your contract ... (30-45 seconds of silence) ... think about how good you feel ... take 3 more deep breaths and 
open your eyes. 
2. Ask participants to find new buddies to call this week, if they would like to; 
otherwise they may keep the same buddy. Leaders should call anyone who is not 
paired with another person. 
3. Invite participants to read Helpbook: 
Chapter 10, pp. 91-92,94 
Chapter 15, pp. 165-174 
Chapter 17, pp. 190-193 
Chapter 18, pp. 235-241 
Review any material about which they still have questions and bring them to next 
class. 
4. Ask participants if they would like a list of everyone's phone numbers. Offer to 
bring this list next week. If anyone doesn't want to be on the list assure them that 
this is okay and do not list their number. 
5. Remind participants to fill out their contracts and bring them to the next class. 
6. Collect name tags 




To understand the appropriate use of the major categories of arthritis medications 
To understand how to take arthritis medications 
To differentiate between allergies and side effects 
To discuss strategies for dealing with fatigue 
To inform participants about the service provided by the hospital social work 
department 
To inform participants about the organisations and services available (financial, legal, 
vocational, practical help, or support) to assist people in coping Vith their arthritis 
To inform participants about the benefits that they are entitled to claim (ie. DWA / DLA) 
To assess progress and acknowledge accomplishments 
To identify future goals and problems (real or anticipated) related to a future 
self-management programme 
Obiectives: 
By the end of the session, group members will be able to: 
1. Explain the use of the major categories of arthritis medications. 
2. Recognise the difference between drug allergies and side effects. 
3. State 2 ways of avoiding side effects. 
4. State at least 2 ways to remember to take their medications. 
5. List at least 4 ways of dealing with fatigue. 
6. State the service provided by the hospital social work department. 
7. State the organisations and services available to assist people in coping with their 
arthritis. 
8. State the benefits that they are entitled to claim. 
6. State their self-management accomplishments. 
7. Identify possible barriers to self-management. 
8. Outline a strategy to cope with possible barders, applying the problem-solving 
process. 




Blank flipcharts/felt pens or blackboard chalk, Prewritten Charts 26-28 
Social service handouts 
Chart VWHAT ARTHRITIS MEANS TO ME" from session 1 
List of voluntary and self-help group addresses and telephone numbers 
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Plan Outline: (Post this agenda at the beginning of class) 
Activity 1. Feedback/Problern-Solving Session (15 min) 
2. Medications (20 min) 
3. Fatigue (20 min) 
Break (10 min) 
Activity 4. Community Resources 
5. Putting It All Together/Sharing Accomplishments (20 min) 
6. Planning Ahead - Future Goals (25 min) 
7. Closing (10 min) 
Activitv 1: 
FEEDBACKIPROBLEM-SOLVING (15 min) 
Note: Encourage participation of all class members 
If the group is more than 8, divide into 2 groups with each leader taking half of the 
participants. These groups should change composition each week. Not more than 
3-5 minutes should be spent on each person. People who discuss their contracts 
earlier will probably need more time than those who come later. If 2 people have 
similar problems they can be dealt with together, taking time allotted for both (6-10 
minutes). 
2. Ask each person to: (start with yourself as a model, but make it short) 
a. State his or her contract for the past week. 
b. Talk about how well the contract was accomplished. 
c. Describe any problems which arose in meeting the contract. If there were 
problems, does the individual have any ideas of how to solve them or did he 
or she try a solution? 
3. Ask by show of hands if anyone else in the group ever had a similar problem (not 
necessarily related to their contract). 
4. Ask group to brainstorm possible solutions. Write these on board or flip chart, -or 
have the person with the problem write them on his/her piece of paper. Group 
leader can also offer suggestions, but not until others in the group have participated. 
5. Ask original participant if he/she could use any of the strategies suggested and, if so, 
which one. Recommend that participant make a note of the helpful suggestion on 
the contract sheet. If no suggestions seem workable, then say you will talk with the 
person more during the break - and do so. 
6. Have group reconvene as a whole and briefly answer any questions from last week. 
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Activity 2: 
TYPES OF ARTHRITIS MEDICATIONS (20 min) 
Background Reading: Helpbook, pp. 195-234 
Methods: Lecturette/B rainstorm 
Note: Refer to Chart 25-27 
1. Arthritis medications can work in 3 ways (Chart 25): 
Chart 25 
HOW ARTHRITIS MEDICATION SWORK 
RELIEVE PAIN' 
RELIEVE PAIN AND INFLAMMATION, 
SLOW DOWN DISEASE 
-PROCESS 
2. Low dose aspirin and paracetemol can be used to reduce pain in osteoarthritis. 
3. There are many other drugs which act to reduce both pain and inflammation. If 
inflammation is not present, such as in osteoarthritis, these medications have no 
advantage over aspirin, paracetemol or other analgesics. Drugs in these 
categories include: (Refer to Chart 26) 
Ch rt 26'ý:,, -' a 
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a. High dose aspirin and other Non-Steroidal Anti-Inflammatory grugs (NSAIDS) - these 
drugs (such as Motrin, Feldene, Voltarol, Naprosyn, etc. ) take 1-3 weeks to reach 
high enough blood levels to affect inflammation; they have limited use in osteoarthritis for 
pain relief. 
All NSAIDs (including aspirin) can cause gastric bleeding. It is important to report any 
stomach problems to your doctor. Your chance for bleeding increases if you are 60 or over, 
if you drink alcohol, smoke or have a history of ulcers. 
b. Steroids (such as Prednisone) are very powerful anti-inflammatory drugs, useful when 
injected into a painful joint. Long-term oral use can lead to many side effects, including 
water retention, eye problems and brittle bones. However, long-term oral use may be 
necessary to control the disease process. Long-term use should always be carefully 
supervised by a rheurnatologist or other physician who is thoroughly familiar with steroid 
use. There is no reason for long-term use of steroids with osteoarthritis. 
c. Disease-MOdifying, Anti-Rheumatic Drugs (DIVIARDS), such as the chemotherapeutic 
agents methotrexate and azathioprine, as well as other remittive agents like penicillamine, 
plaquenil and gold. People are being started on these drugs earlier (especially the 
chemotherapeutic drugs) to prevent disease progression. These drugs have no use in 
osteoarthritis. 
(See list of UK equivalents in the Appendices) 
d. For medications to be effective, it is important that they be taken as directed. 





N EFF 0 ECT. 
4. Allergies are rare. When they occur, people have hives and/or problems breathing. 
If either of these symptoms occur, the medications should be stopped and the 
physician called immediately. 
5. Side effects are such things as stomach problems, diarrhea or ringing in the ears. 
Every drug has side effects; some side effects are caused by taking too much of a 
drug (e. g. ringing in the ears from too much aspirin). Other side effects can be 
minimised by taking medication with foods (unless instructed to take it on an empty 
stomach), always drinking a full glass of fluid with the medication and/or sometimes 
taking an antacid with medications. If side effects are bothersome, you should 
contact your doctor. 
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6. No effect - Sometimes you take a medication and nothing happens. However, before 
judging too quickly, you should know how long it is necessary to wait for desired 
effects. For some medications, this time can be days, while for others months. 
Always ask your doctor when you should expect effects. If that time has passed and 
you do not see any change, call your doctor for advice. Sometimes medications don't 
work because they are not taken. It is important to take medications as directed, not 
just when you are hurting. 
7. Brainstorm ways to remember when to take your medication. If not included in class 
suggestions, add linking medication-taking to a daily habit like teeth brushing, eating 
dinner, or reading the morning paper. It is easier to establish a new habit if it is 
linked to an old habit. 
8. For more information on drugs, participants can read the HeIpbook. 
Activitv 3: 
FATIGUE (15 min) 
Background Reading: HeIpbook, p. 162 
Methods: Lecturette/Brainstorm/Discussion 
Note: Refer to Chart 28 
Fatigue is a very common symptom in all kinds of arthritis. It can be caused by 
many things, including (Chart 28). 
'Cfý6if 28 POP, c AUSES OF FATIGUE 
ACTIVE DISEASEý 
LACk OF PHYSICAL FITNESS 
DEPRESSION 
POOR NUTRITION 
2. Brainstorm ways to overcome fatigue. After the brainstorm, discuss these as 
necessary. Be sure that everyone knows that exercise is an excellent means of 
overcoming fatigue. This is especially true if fatigue is caused by depression or lack 
of fitness, rather than the disease process. Also remind participants about the tips 
on energy conservation covered in Session 4 and in the Helpbook pp. 97-135. 





Note: Handouts of useful names and addresses, availability of services, hints on 
completing benefit forms, and leaflets on benefit claims to be given to 
participants to read and take away. 
Discuss: 
1. Service provided by the hospital social work department 
2. Organisations and services available (financial, legal, vocational, practical help, or 
support) to assist people in coping With their arthritis 
3. Entitlement to benefits (ie. DWA / DLA) 
Activity 5: 
PUTTING IT ALL TOGETHER AND SHARING ACCOMPLISHMENTS (20 min) 
Methods: Discussion/13 rainstorm 
1. As we have said throughout this course, arthritis creates a vicious cycle. This course 
has tried to teach you many ways to break the cycle. 
2. Brainstorm all the self-management techniques learned so far and how they can be 
used to break the cycle. 
3. Mention that one does not have to do everything. Rather, you may find one, two or 
three things that work well for you in breaking the cycle. Once the cycle is broken, 
it is broken; however, it often repairs itself, so breaking it must be a daily occurrence. 
4. Now ask participants to quickly write down the answer to "What arthritis means to 
you. " Have each person share their response. Compare these with responses from 
the first session (refer to Chart 1). 
5. Ask each participant to share what they have accomplished in this course. 
6. After everyone has stated their accomplishments, ask the group to applaud as 
acknowledgment of their progress. 
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Activity 6: 
PLANNING AHEAD (25 min) 
Method: Discussion 
1. Have participants remain in the large group. 
2. Give an overview of the course process, pointing out how during the course we each 
chose specific problems related to our arthritis and made contracts to improve our 
condition. We have been following the strategies of an arthritis self-manager: 
deciding what we want to accomplish, making a plan or contract, carrying it out, 
checking the results and making corrections as needed. Being a self-manager means 
using this same outlook for everything in our lives. During these six weeks, we've 
looked, in particular, at pain and some of the physical limitations that are benefited 
by using self-management strategies. Let's think about what steps we'll take next in 
managing our arthritis; what are some goals we have toward that next step. 
3. Have each participant state his or her next goal and the specific steps he or she plans 
to take toward reaching that goal. Leaders should start this process by stating their 
goals and how they plan to get there. Also ask participants to state how confident 
they are that they can accomplish the goal. 
4. If someone is not confident, have the person identify any anticipated problems, 
barriers or setbacks they may encounter. Choose one to three problems from all 
those who are not confident (depending on time), and have the group help identify 
solutions. 
5. Ask participants to write down those suggestions which may be helpful to them in the 
future. 
Activiiht 
-7. * CLOSING (10 min) 
Remind participants about the ARC and Arthritis Care. 
a. Purpose is to raise money to fund arthritis research and provide education 
and services to people with arthritis. 
b. If you are interested in more information about arthritis, other programmes and 
services in your area, or in becoming a member, call your local ARC or Arthritis 
Care Branch. 
2. Have participants close their eyes, take 3 deep breaths and think about successfully 
fulfilling their next goals. Read Script 9 or, if time permits, use the exercise on the 
leader's tape. 
Script 9 
Close your eyes ... now take 3 deep breaths: in through your nose and out through 
your mouth ... see yourself easily carrying out the steps needed to attain your next 
goal ... (30-45 seconds of silence) ... think about how good you feel ... take 3 more deep breaths and open your eyes. 
I Pass out phone list (if requested in Session 5). 
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4. Encourage participants to continue calling each other for support. 
5. Remind participants to continue using contracting as a support. 
6. Collect money from anyone who wants to purchase the relaxation tape or HeIpbook. 
7. Collect name tags, tapes and HeIpbooks not purchased. 
8. Stay around for a few minutes to answer questions and clean up. 
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APPENDICES 
Appendix 1: Background Information on the Arthritis Self-Help Course and Self-efficacy 
Appendix 2: Special Sensitivities 
Appendix 3: Applying EIAG, an Experiential Learning Model, to the Arthritis Self-Help 
Course 
Appendix 4: Training Techniques 
Appendix 5: Dealing with Problem People 
Appendix 6: Role-playing Questions on MedicatioAs 
"Copinq With RA" Course 
Appendix 7: List of UK equivalent medications 




on the Arthritis Self-Help Course and Self-efficacy 
The Arthritis Self-Management Course, (ASM) called the Arthritis Self-Help Course (ASHC) 
in the United States, was first given in Palo Alto, California in 1979. The Course was 
designed and studied by the Stanford Arthritis Center and funded by the National Institutes 
of Health. The original ASM studies were designed to evaluate the behavioural, health 
status and cost outcomes of arthritis patient education. To this end, over the following 
eleven years, Stanford conducted a series of studies. In all studies, participants applying for 
the course, were randomly assigned to take the course immediately or to become "controls" 
and delay taking the course for four (4) to eight (8) months. In all, more than 2500 people 
have participated in these studies. 
Early studies indicated that ASM participants, when compared to controls, increased their 
knowledge about arthritis and the frequency they exercised and practiced relaxation. At the 
same time, their pain and depression decreased. 
Based on these early findings, the Arthritis Foundation in the United States began piloting 
the programme in late 1981 and adopted the programme for national dissemination in 1982. 
In 1985, leaders were first trained in both New Zealand and Australia. By 1990, the ASM 
Course was being offered throughout Australia and in some parts of New Zealand. More 
recently, in 1989, the course was first given in British Columbia by the Arthritis Society of 
Canada and quickly became a province-wide offering. In March 1990, the Arthritis Society 
of Canada voted to disseminate the programme nationwide. 
While this dissemination was progressing so were studies at Stanford. The early 
assumption was that the improvements in pain and depression were due to the changes in 
behaviours made by course participants. However, when this assumption 
, 
was carefully 
examined, it was discovered that there was little or no association between changes in 
behaviours and changes in health status. That is, the people who were exercising, walking 
and relaxing were not necessarily those who had less pain or depression. This finding was 
very surprising, and is the basis on which the present ASM course was developed. 
We learned that the ASM course "worked", but not because of the taught behaviours. This 
started a search for the "secreV ingredient. We asked former course participants what had 
happened. Those who had less pain told us that they felt more in control of their symptoms. 
Participants who had no changes or increased pain told us: "It's no use. There is nothing 
you can do about arthritis. " Based on these findings, we started looking at people's beliefs 
and how these affect health. Our work brought us into contact with Dr. Albert Bandura, a 
Stanford social psychologist. He postulated that one's self-efficacy, or confidence in his or 
her ability to accomplish a specific behaviour, was a good predictor of actual future 
behaviQur. Thus, if one was confident he or she could exert some control over their pain, 
pain would probably be less. 
To study this possibility, we first developed scales to measure self-efficacy. These scales 
ask such things as, "how certain are you that you can control your pain a small amount 
without the use of extra medications? " 
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Using these scales, we learned that the ASM Course increased participants! confidence, 
and equally important, these changes in self-efficacy were associated with changes in pain 
and depression. That is, people who believed they could exert some control over pain, 
actually had less pain. 
This finding led to four years of experimenting with various versions of the ASM Course 
designed to enhance self-efficacy. In one experimentwe taught three different versions of 
the course. The first version taught only exercise, the second only pain management and 
the third, both. All three courses were designed to enhance self-efficacy. Participants in all 
the courses reduced their pain. In fact, the reduction was greater than in the original ASM 
Course. There was little difference among the results of the three courses. 
The ASM Course you are now teaching is a result of this research. It is designed 
specifically to enhance self-efficacy. Whether this occurs or not depends on you. If you 
teach the course as designed, then self-efficacy should be enhanced. However, if you 
spend all your time teaching content (exercise, relaxation, etc. ), and slight the efficacy- 
enhancing parts of the course, the participants will not gain the benefits that would be 
possible if the course were taught as designed. In other words, strongly resist innovation 
attacks. These can be harmful to the health of your course members. 
The followinq are the specific efficacv-enhancinq strateqies: 
Contracting - We know that one of the best ways to gain confidence is through 
actually mastering something new. Weekly contracting assists with this process. It, 
along with feedback, is probably the most important efficacy-enhancing strategy. 
Every participant should make a specific weekly contract in every session. 
2. Feedback - Contracting is not as successful if there is no opportunity to report and 
record progress, as well as make mid-course corrections. Feedback gives 
participants information about their performance and acts as a motivating force for 
them to try to do more and different behaviours. There are several feedback features 
in the Course. 
a. In Sessions 2-6 every session starts out with participants reporting on their 
specific weekly contracts. 
b. In Sessions 2 and 5 participants perform exercise self-tests so that they can see 
their progress. 
c. The exercise diary and contract forms are filled out daily as a written record of 
feedback. 
d. In Session 3 participants rate their pain before and after using distraction 
techniques. It is hard to argue that something doesn't work if it has just worked for 
you. 
3. Modeling - People learn more and try harder when they are motivated by people 
whom they perceive to be like themselves. This is where models, or other people 
with arthritis, become very important. In the Course, models are used in at least three 
ways: 
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a. When the leaders (or at least one of the leaders) has arthritis, this leader serves as 
a model for the participants. The leader does not have to be a perfect model. In 
fact, sharing some of the problems makes the model more "real" and believable. 
b. Course participants serve as models for each other. This is done through the 
feedback sessions and also in the problem-solving parts of the course. By seeing 
others like themselves solving problems, rather than having the leader solve the 
problems, participants learn that their own experiences have value. This also puts 
participants into the helper role instead of always being helped. 
c. The Arthritis HeIpbook has been written with an emphasis on modeling. The 
drawings and photos are of people with arthritis. They represent a variety of 
conditions, ages and ethnic groups. In addition, the examples in The Arthritis 
Helpbook are not "made up. " Rather, they are real people with arthritis, many of 
them ASM participants or leaders. 
4. Reinterpreting symptoms and changing beliefs is the fourth way to increase 
self-efficacy - People are usually pretty rational. They act based on beliefs. If these 
beliefs are wrong, inappropriate behaviour may result. For example, if people believe 
arthritis is a wear and tear disease, they may not exercise. If they think that nothing 
can be done for their arthritis they are probably right. Throughout the course there is 
a great emphasis on changing such beliefs. 
a. In Session 1, the short myths quiz not only introduces the main topics in the 
course but also attempts to change some common erroneous beliefs about 
arthritis. 
b. In the discussions about pain, depression and fatigue, we learn that there are 
actually several causes for these other than the physiological destruction caused 
by active disease. Understanding this helps the participant to utilise means other 
than medication and rest to improve these symptoms. 
c. In Sessions 1 and 6 we ask the participants what arthritis means to them. This 
allows people to compare and see changes in their beliefs over time in the course. 
d. In Session 4, self-talk is taught. Many of our actions are based on how we talk to 
ourselves and how we think about ourselves. By changing these thoughts and 
beliefs from negative to positive ones, we change our actions over time and with 
practice. 
Persuasion is the fifth way to build confidence and enhance self-efficacy. Again, 
several methods of persuasion are used. 
a. By seeing others in the class contract and succeed, even the most reluctant 
participant will often choose to take part. It is hard not to go along with the crowd. 
b. Leaders should urge participants to do a little more than they are doing now. 
Running a marathon may be unrealistic, but walking eight (8) blocks instead of six 
(6) can be seen as doable. 
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Now it is your turn. If you have ideas for new efficacy-enhancing strategies or anything else 
for the course, write and let us know. Also, if something doesn't work or you just don't like 
something, also let us know. The ASM Course does change. Most of these changes come 
from the leaders and participants. 
Frequently Asked Questions: 
Wouldn't it be better to have separate courses for different types of arthritis, i. e. 
rheumatoid arthritis, osteoarthritis, lupus etc.? 
A. While this is a common belief, research has shown that people with all types of arthritis 
benefit from the Arthritis Self-Help Course. This is because the skills to deal with all 
types of arthritis are similar. These include symptom management, especially pain, 
maintaining and improving function, communication skills, managing medications and 
problem-solving. These skills help people gain confidence or self-efficacy in dealing 
with their illness. 
Shouldn't professionals teach the Course? Lay people might not know enough, 
or give false information. 
A. This is a good question and two studies were conducted to determine what type of 
leaders were best. In neither case were professionals found to get better results than 
lay leaders. In fact, in one study, the outcomes for the lay leaders were slightly better. 
There are at least three possible reasons for this. First, lay people who have arthritis 
act as excellent role models. It is hard for class participants to question "someone who 
has been there. " Modeling is one of the best ways to enhance self-efficacy. Second, 
lay leaders are often more willing to follow the ASM protocol. They don't feel compelled 
to teach everything. Often when professionals teach the course they add content that 
they think participants must know. This takes time and the important efficacy- 
enhancing processes such as contracting, feedback and problem-solving often get left. 
out. Finally, lay people are more willing to let participants take control of their own lives 
and make their own decisions. This is sometimes hard for health professionals to do. 
Well, wouldn't having a professional and a lay leader teach together be the best 
of all worlds? 
A. Maybe, but probably not. What often happens is that the professional becomes "the 
leader" and the lay person "the assistant". This type of modeling sends a very strong 
message to participants that professionals are in control and the patient's role in disease 
management is that of "assisting the professional. " This contradicts the purpose of the 
course and the principles of self-help. 
A second problem which sometimes arises is that the professional is not comfortable 
teaching in what they see as another professional's domain. For the physical therapist 
leader, exercise may be emphasised and medications skipped over. A nurse leader 
may do the reverse. This is not to say that professionals should not teach the course, 
rather that they need to be careful not to redesign the course. 
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Why don't you teach 'T' exercise? Isn't "El exercise dangerous? 
A. There are many beliefs about exercise for people With arthritis. Unfortunately, most of 
these are not based on any scientific evidence. In this 1990 revised course, we have 
completely redesigned the way we teach exercise. This redesign is based on the best 
scientific evidence we have on the proper programme for people with arthritis. It was 
written by a PhD. physical therapist who wrote her dissertation on arthritis aerobic 
exercise. In addition, it was reviewed by physical therapists in four countries. Their 
suggestions are included in the final product. This may not be the "best" exercise 
programme or the one you "like", but as of fall 1990, it is the "state of the art. " We know 
that this programme, if followed as outlined, is safe. 
By the way, one popular belief is that people with arthritis must be careful about 
exercise as they can easily hurt themselves. This is a myth. It is not easy for someone 
with arthritis to cause themselves permanent damage by exercising. In fact, just the 
opposite is true. Being too careful and not exercising can cause more damage and loss 
of function. 
Q. Why is there nothing on joint protection? 
We do not use the words "joint protection" because they give the message that arthritic 
joints should be protected and not used. This is why we talk about appropriate use of 
joints with the emphasis on use, not protection. Having said this, the principles of 
traditional "Joint protection" are all included in The Arthritis HeIpbook. They can be 
referred to during the problem-solving part of the course. We have used the tactic of 
solving problems when they arise rather than teaching about principles and devices. 
C). But shouldn't people know the principles and use these methods to protect 
against deformity and maintain function? 
A. Unfortunately, there is no scientific evidence that "joint protection" prevents deformity. 
The principles and methods are important in lessening pain and improving function. 
Here we have chosen to teach "problem-solving", rather than "to solve the problem". 
This is like teaching the starving man to fish rather than to feed him a fish. It should be 
noted that this approach was suggested by two occupational therapists who were also 




There are a number of special sensitivities which we should be aware of when talking or 
writing about people with arthritis. The following guidelines denote Arthritis Foundation 
national policy. 
In referring to people with arthritis, NEVER use the words "sufferer", "victim" or 
"arthritic. " Use the word "patient" only in the sense of a strict doctor-patient 
relationship. People who have arthritis are never referred to as "cripples. " Avoid 
calling arthritis a "crippling" disease. These words carry an image of inferiority - 
certainly not a image which we want to condone. As a general rule, refer to people 
With arthritis as just that - people with arthritis. 
2. The word "disability" is preferred rather than "handicapped" when referring to people 
with severe physical impairment due to arthritis. A disability is a medical condition, 
where a handicap is the cumulative result of the obstacles which a disability poses. 
People are not handicapped by their disability all the time. For example, a person in a 
wheelchair is not handicapped on a job which does not require a great deal of mobility. 
3. Avoid portraying people with disabilities who succeed as superhuman. This implies 
that people who are disabled have no talents. Similarly, avoid using emotional 
descriptives such as unfortunate, pitiful, etc. to describe people with disabilities. 
Emphasise abilities, such as "uses a wheelchair' rather than "is confined to a 
wheelchair. " 
4. People who do not have arthritis are not referred to as "normal". That clearly 
indicates that people who do have arthritis are abnormal. Also do not refer to people 
who do not have arthritis as "able-bodied" or "whole". (Does arthritis make someone 
into half a person? ) When a distinction is needed between people who are disabled by 
arthritis and those who are not, refer to them as "disabled" and "non-disabled. " 
Avoid using the term "quackery, " due to its negative - and potentially legal implications. 
"Unproven", "untested" or "non-traditional" remedies is usually the best alternative 
description. Never, never, refer to someone as a "quack. " 
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Appendix 3 
Applying EIAG, an Experiential Learning Model, 
to the Arthritis Self-Help Course 
EIAG, (pronounced ee-yag) is a well-known learning model which. is especially useful when 
trying to enhance self efficacy. It consists of four stages: 
E= EXPERIENCE. People learn best by doing. The first step should be something that 
relates a thing they have done in the past with what they want to learn. For example, during 
the problem-solving activities ask people to recall past experiences relevant to the current 
issue - what did you try before - what worked? 
or a class session may provide new experiences. Participants may contract to do certain 
tasks at home. For example, "How to Exercise" begins with a demonstration/return 
demonstration. Make sure everyone participates and doesn't just observe. Provide positive 
feedback to those who do talk and/or participate in class activities. 
I= IDENTIFY, or look at the elements in what happened. We may notice only one or two 
things ourselves, but many things happen at once. By identifying the behaviours, ideas and 
feelings experienced, the group members can then notice and examine as much as possible 
about the experience. 
For instance, at the beginning of each class, participants take part in a feedback session 
designed to help them identify what happened with their contracts. This is also a part of the 
problem-solving process. 
A= ANALYSE, or think about why things happened as they did. Try to discover causes and 
forces ... why a person acted as he/she did, what effect that had on others, why some had 
problems and others didn't, etc. Ask what can be done to solve the problem. 
G= GENERALISE, or apply what is observed in a specific situation to a general 
understanding. Consider how to act in the future and what learning from this experience 
can be applied in daily life. Point out to class participants how to apply what they learn in 
class to their home life - e. g., discuss how to do the relaxation exercises at home; explain 
how to use the exercise self-assessment and principles to make exercise a habit in their 
lives, etc. 
it is very important to understand that people learn only when they take time to thoroughly 





Lecturette (a short lecture) is a formal presentation of information. To make a lecturette 
effective, it must have clear points and include some examples. 
Procedure 
1. Explain the purpose of the lecture to the group. 
2. Motivate the group by relating the lecture to problems with which the listeners are 
familiar. 
3. Use language and your charts so the audience can follow with understanding and 
interest. 
4. Do not read material word by word. Never read out of The Arthritis Helpbook. 
5. Focus your attention on individuals in the group. 
Advantages of using this method 
1. Can cover much material in a short period of time. 
2. Can be fully prepared ahead of time. 
3. Provides information that is difficult for the listeners to obtain on their own. 
4. Can present material in a more orderly, logical fashion than other sources so that it can 
be more clearly understood by the listeners. 
Disadvantages of using this method 
1. May put the learner in the passive role of merely listening 
Could be a waste of time because passive listeners generally remember only about ten 
percent (10%) of what they hear. 
3. Does not guarantee that the listener will understand its contents. 




Discussion is a group activity in which the leader and the group members cooperatively talk 
over some topic or problems. It is a process of thinking aloud together. Three types are 
used in the ASHC. 
1. Roundtable discussions usually involve the whole group and everyone is considered 
equally "expert". The leader's role is limited to monitoring participation and keeping the 
discussion focused on the topic. 
2. Guided group discussions are more controlled by the leader, and are designed to cover 
predetermined areas or points. The leader asks questions or makes provocative 
statements to guide the discussion. 
3. Buzz groups are small (3 to 6 participants) and are often formed within large groups, or 
when the topic generates discussion that can't be handled by one large group. Each 
buzz group is asked to appoint a leader and a recorder. When the topic has been 
discussed adequately, or for a predetermined length of time, the buzz groups rejoin 
and report their findings. 
Advantages of using this method 
1. Allows everyone to participate. 
2. Provides for the informal expression of personal experiences and information not 
included in formal written materials. 
3. Permits both leader and member involvement. 
4. Allows participants and leaders to think aloud together to help reinterpret symptoms or 
beliefs. 
5. Helps the learner to become an active participant in the learning process. 
6. Involves creative thinking and problem-solving. 
7. Helps to develop respect for others even though their points of view may be rejected. 
Disadvantages of using this method 
May allow a few members to talk too much of the time unless the leader encourages 
participation by all the members. 
2. Has to be on a topic or issue that is common knowledge to the participants, because a 
fruitful discussion can only proceed from the known. 
3. Is time consuming. 
4. May be difficult for the leader to tell exactly how much or what the participants have 
learned. 
5. May get off the track without good facilitation. 
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Tips for carrying on a discussion 
A. Thinqs that a discussion leader should attempt to do: 
1. Help provide a warm, supportive, non-threatening climate. 
2. Respect dignity and individuality of members. 
3. Accept others' opinion as valid for them. 
4. Encourage members' behaviours in group as cited above. 
5. Try to involve group members and give them responsibility. 
6. Draw out responses from members. 
7. Listen, reinforce, clarify. 
8. Facilitate members' processing of data. 
9. Arrange for input or generate data as appropriate. 
10. Maintain group and its processes. 
B. Thinqs a discussion leader should trv to avoid: 
1. Disregarding members' responses, changing the subject. 
2. Disinterest and other non-caring behaviour. 
3. Overt or covert manipulation. 
4. Providing too much, or not enough structure. 
5. Failing to respond when a direct statement is indicated. 
6. Evaluation of, or challenge to members and their responses. 
7. Preaching, lecturing, moralising, pontificating. 
8. Letting the process get off the topic or run too long. 
C. Some problems that can occur: 
1. Group doesn't understand purpose. 
2. Group doesn't get into gear for discussion (has a different expectation). 
3. Too much dialogue, focus on leader. 
4. Some members do not participate. 
5. Some members are intimidated. 
6. Some monopolise discussion or fight among themselves. 
7. No progress, drift of focus. 
8. Some members are hostile. 
9. Opinion-leader exerts negative influence. 
D. Begin on time/watch time/end on time. 
Stimulate participation. 
Keep discussion moving: 
1. Prevent needless repetition of discussion. 
2. Prevent belabouring a point, move on. 
3. Ask yourself, "is this clear to the group? " 
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G. Closing a discussion: 
1. Review and summarise, if time allows. Don't leave the group up in the air. 
2. Encourage important points. 
3. Close discussion on time. 
Brainstorming 
Brainstorming is a technique used to stimulate creative thinking about issues, problems, 
common topics. Ideas are presented quickly and continuously, Without interruption for 
criticisms or interpretation. This generates a large number of suggestions, some 
extravagant, and some very original and useful. 
Procedure 
1. A specific topic or question is written on a chalkboard or flip chart. 
2. A short period of time (usually no more that 3 or 4 minutes) is set aside for the 
brainstorming and someone is asked to let the group know when this -time has passed. 
3. The group is asked to call out any ideas on the topic even if they seem strange or far- 
out, but to avoid commenting on anything suggested by anyone during the 
brainstorming until the time is up. 
4. Everything is written on the chart or board as soon as it is called out. 
Participants' exact words are written. 
5. Once this process is started, people are stimulated to call out less obvious ideas. 
When the time set for brainstorming is up, the group can evaluate and organise their 
list, or use it in some other way. 
Advantages of using this method 
I. Everyone participates. 
2. In a non-critical atmosphere, many bright ideas may appear quickly. 
3. One idea can spark off other ideas in rapid succession. 
4. Brainstorming often frees the individual to be more creative and productive than he/she 
usually is. 
5. A spirit of fun and congeniality can bring the members close together. 
Disadvantages of using this method 




A demonstration is a carefully prepared presentation that shows how to perform an act or 
use a procedure. It is accompanied by appropriate oral and visual explanations and 
questions. The basic process is: show, tell, practice. 
Procedure 
I. Explain the purpose and tell the people in advance what details of the demonstration 
they should notice. 
2. Keep the directions simple. 
3. Check periodically during the demonstration to insure that each step is being followed. 
4. Whenever possible, involve the people in the demonstration. 
5. Use vocabulary understood by all. 
6. Do not prolong the demonstration. 
7. Be sure everyone participates in a return demonstration. To be effective, people must 
also "do", not just watch. 
8. Summarise and briefly review with the group the key points of the demonstration after 
it has concluded. 
Advantages of using this method 
The demonstration method: 
1. Is basically concrete, so interest is increased especially if applicability is clear. 
2. Creates an extremely vivid impact because it allows the participant to have first hand 
contact and experience with what is referred to in a lesson. 
3. Can clarify points during a lesson. 
4. Is useful because showing, telling and doing are better than merely telling; it appeals to 
a variety of senses. 
Disadvantages of using this method 
The jernonstration method: 
1. Requires careful planning. 
2. May be difficult for some to see and hear. 
3. Can become boring to the participants unless well prepared and delivered. 
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Role playing 
Role play as used in the ASHC provides an opportunity for participants to try out new 
communication skills or to rehearse dealing with difficult situations. It is a "pretend" as 
opposed to a "real" communications encounter. 
Procedure 
Clarify the roles (set up the story) i. e., "You are a patient asking about a new drug. 
Joan will be the cloctor". 
2. If someone has a problem playing his or her role ask other group members to help. 
3. Protect everyone from being embarrassed or making a fool of themselves. 
4. Don't let the role play run longer than necessary. 
Advantages of using this method 
1. Gives people direct practice with new skills or in dealing with difficult situations. 
2. Helps to build confidence. 
Encourages participation. 
Disadvantages of using this method 
1. Some participants may feel "put on the spot". 
Seen by some as "artificial". 
3. Participants may be embarrassed. 
4. Role playing needs good leader direction and monitoring to be effective. 
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Appendix 5 
Dealing with Problem People 
The Silent Type 
The ASH Course is designed so that everyone is strongly encouraged to participate. That is 
why you go around the circle and don't just ask for volunteers. However, don't ever start 
with the silent ones as they may be very insecure, and this will put them on the spot. Do be 
aware of any indication that they might like to say something (for example, a raised finger or 
eyebrow). Ask for their participation, especially when you know they can answer, but take 
care not to spend a lot of time and energy on someone who does not want to speak. 
The Talkers 
Some folks you can never shut up. If someone goes on and on, wait for them to take a 
breath and then cut them off. Refer to the agenda to force the class to move on. If it gets 
too bad, tell the talkers they can say only two (2) things before break and two (2) things after 
break. Then, with the third attempt to talk, cut them off. Finally, tell them that this is not 
appropriate for the whole group and to talk with you after class. In other words, take charge. 
The only way to control a talker is to take control. 
The Questioners 
Questioners come in many forms. First there are folks with too many legitimate questions. 
These can be answered by: 1) going into the problem-solving mode, 2) giving a short 
answer, "Naprosyn is a nonsteroidal drug", 3) saying you'll find out and tell them next week, 
or 4) saying you'll talk with them after class. 
A second type of questioner is the tester. He or she will surface in the first or second week 
with a technical but irrelevant question, i. e., 'What is the physiological cause of Heberden 
nodes? " This person is out to stump you or to find out if you are qualified to teach the 
course. This is the person who intimidates group leaders. To handle this person simply 
say, "I don't know but I will find out. " Then go on. If the behaviour continues, you might 
sweetly suggest, "You have lots of good questions - why don't you call the Arthritis 
Foundation and share the answers with us next week. " This almost always stops the tester. 
The third type of questioner uses questions to stall. No matter how much you explain the 
meaning of self-management, some people would rather listen to lectures than participate. 
[3y asking questions they keep you talking (and thinking that you are giving wanted and 
valuable information). Watch out for these folks - they are real time eaters. To stop this, 
refer to your agenda and say sadly, you must continue, but would be happy to answer 
questions after class. 
The Know It All 
This is the person who already knows everything about arthritis and thinks that he/she 
should be teaching the class. More important, this person is constantly interrupting to add 
something or to correct you. There are two types of know it ails. The first actually knows a 
great deal about the subject and may have good information to share. In this case, 
periodically ask the person to add to your information but don't let him or her eat up time. 
This is also the person who might make a good future leader so suggest this. In other 
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words, the way to handle this person is to recognise the expertise but don't allow for 
interruptions in the course process. 
The second type of know-it-all has lots of pet theories, personal experience and may love 
certain non-traditional therapies; the information given is often only half-true at best. Limit 
the contributions of this person by not calling on him or her. When something is contributed 
that you feel is questionable, do not argue. Rather, say that there are many different 
opinions and that the treatment suggested should be evaluated using the guidelines in The 
Arthritis HeIpbook. If others in the class are interested, suggest that they talk after class. 
Use the agenda and time restraipts to keep on course. 
The Angry or Hostile Participant 
This person comes to class angry. It most likely has nothing to do with you or the course. 
However, you and the other participants are the recipient of unwanted anger or hostility. 
This is a very good place to use your "I" message skills. For example, "I understand that 
you are angry, or unhappy - is there any way I can help? Of course, you can always use the 
old "talk with me during the break. " Under no circumstances should you meet anger with 
anger. This just escalates everything. 
However, there is one exception. If the angry person attacks someone else in the class you 
must clearly state that there is no place for such behaviour here; we do not make judgments 
in the ASHC and we accept and respect people's differing opinions. Do not let an attack on 
another class participant go unchallenged. If the hostile behaviour continues, you may have 
to ask the angry participant to drop from the class or call the Arthritis Foundation for help. 
The Yes But 
Every class has one or more of these. This person says, "yes but..., to every suggestion. 
One "yes but" is OK Two "yes buts" are kind of OK However, any time you get more than 
two "Yes buts", don't spend any more time with this person. Instead say, "I understand that 
you have problems, but, it is your choice if you choose not to do... ". You may have to repeat 
this several times. Here, the message is that it is their choice. Do not try to problem-solve 
endlessly with a yes but person. When they find out that they don't get attention for all their 
"Yes buts", they may actually do something. 
People with Inappropriate Behaviour/Comments 
The last group of problem people are those whose behaviour and/or comments may 
somehow seem inappropriate. These are the folks that march to a different drummer. They 
may have cognitive or emotional impairments. Do not confuse these people with those who 
have hearing or vision problems which also may interfere with their ability to participate. To 
do this, ask at the first session if anyone has a hearing or vision problem. If so, ask what 
you can do to make their participation easier, then do it. Once these problemshave been 
resolved, you can deal with the other folks. Remember to be firm in trying to control them. 
Cut off extraneous conversations. If problems continue and the class is disrupted, contact 
the Arthritis Foundation for help. You may need to ask the person not to return and/or refer 
them to some other agency for assistance. 
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Appendix 6 
Role-playing Questions on Medications 
I didn't like my cloctor's suggestion to take this drug, Clinoril. My grandmother always 
took this vinegar and honey potion and that worked. real well for her. Do you think I 
should follow my grandmother's suggestion? 
2. My doctor has told me to take aspirin for my rheumatoid arthritis. But Tylenol seems 
easier on my stomach. Should I switch? 
3. We hear so much about the terrible side effects of aspirin. Shouldn't it be taken off the 
market? 
4. My doctor has written prescriptions for several drugs for me. But he never explains to 
me about side effects, how to take the medications, etc. And then when I get home I 
feel confused. What can I do? 
5. I've been taking about 20 tablets of aspirin each day for a few days for my rheumatoid 
arthritis. I guess aspirin won't work for me. Should I get the doctor to prescribe a new 
drug for me? 
6.1 have so much ringing in my ears with the aspirin I've been taking for a few days for 
my rheumatoid arthritis. I guess I'm gonna have to change drugs. What else can I do? 
7.1 spend so much money on drugs each year. How can I save money? 
8. My neighbour says Naprosyn is the only dr4g that helps her arthritis. But it didn't help 
me very much. What's wrong with me? 
9.1 find that codeine makes me feel g-r-e-a4! 1 Those aches and pains just disappear. 
Do you think I've cured my arthritis? 
10. Aspidn causes me to wheeze. Should I just lower my dosage? 
1. My aunt keeps telling me to try Aloe Vera or DIVISO for my arthritis. I don't know how 
to gracefully say no to her advice. Do you have any suggestions? 
12. I've only had RA a little over a year and my doctor is suggesting I go on methotrexate. 
Isn't it too soon to try such a strong drug? 
13.1 have RA and my doctor wants me to try gold. I've read about it and know it has bad 
side effects. Isn't this really dangerous? 
14. I've been on methotrexate, for about a month but my RA has not changed. I guess this 
drug won't work for me. 
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Appendix 7 









[Not available ?] 

















Brufen; junifen sugar-free syrup; brufen 
retard; fenbid (ibuprofen); codafen continus 
(ibuprofen + codeine) 








Indomethacin; indocid; imbrilon; indomax 
SR; rheumacin SR; indomod; indolar SR; 
indocid R; flexin continus 
Ernflex (acemetacin) 
Lodine; Iodine SIR (etodolac) 
Mefenamic acid; ponstan; dysman; ponstan 
forte 
Motrin; nurofen (many others ++) 
fenopron; progesic (fenoprofen) 
Naprosyn (SR); naproxen; nycopren; 
synflex; pranoxen continus; napratec 





[Not available ?] 
[Not available ?] 




Depo-Medrol (injectable steroid): 
Alrheumat; orudis; oruvail (ketoprofen) 
Relifex (nabumetone) 
Rheumox (azapropazone) 
Butacote (phenylbutazone - hospital only) 
Tolectin; tolmetin 
Toradol (ketorolac trometamol) 
Voltarol (R); diclofenac sodium; diclomax 
retard; arthrotec (diclofenac +misoprostol) 
Prednisolone 
Dexamethasone; decadron; hydrocortistab 
(hydrocortisone acetate) 
Depo-medrone (methyl prednisolone); 
depo-medrone with lidocaine 
Deltastab (prednisolone acetate) 
Adcortyl 
Kenolog 
Lederspan (triamcinolone hexacetonide) 









Riclaura; auranofin (oral gold salts) 
Penicillamine; distamine; pendramine 
Plaquenil (hydroxychloroquine) 




Cyclophosphamide; endoxana; leukeran 
(chlorambucil) 













Co-codamol (paracetamol + codeine); 
kapake; solpadol; tylex 
Remedeine (paracetamol + dihydrocodeine) 
Co-proxamol (paracetamol + 
dextropropoxyphene) 
Fortagesic (paracetamol + pentazocine) 






[No equivalent ?] Nefoparn 
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Appendix 8 
"Coping With RX'Course Handouts 
Session 2: 
Activity 2: Choosing flexibility/strengthening exercises 
- Why bother to exercise? 
- Exercises for the neck, shoulders and hands 
- Exercises for legs and feet 
Activity 3: Use of hot and cold 
- Pain relief using hot and cold 
Session 3: 
Activity 4: Nutrition 
-'Enjoy healthy eating' booklet 
Activitv 5: Osteoporosis 
- 'Better bones for life' booklet 
Session 6: 
Activity 4: Footcare 
-'Footcare' booklet 
Session 6: 
Activity 4: Community Resources 
- Hints on completing attendance allowance/DLA forms 
- Voluntary and self-help group addresses and telephone numbers 
-'Sick or disabledT Benefits Agency booklet 
-'The orange badge scheme' booklet 
-'Introducing arthritis care' booklet 
Appendix 1: Baseline descriptive 
statistics and T-tests for main response 
variables 
Table 1.1 Baseline scores on measures of pain for total sample, treatment and 
control groups and results of Wests comparing treatment and control groups. 
Variable Total Sample 
N Mean (S. D. ) 
Treatment 
N Mean (S. D. ) 
Control 
N Mean (S. D. ) 
Statistics 
T df P 
GRSP 1 118 51.77 (26.19) 67 52.95 (26.057) 51 50.23 (26.53) -0.56 116 0.578 
BVAS 1 118 47.24 (28.89) 67 45.06 (28.466) 51 50.1 (29.47) 0.94 116 0.35 
NRIP 1 118 47.77 (25.86) 67 47.07 (25.032) 51 48.69 (27.14) 0.34 116 0.738 
DISTRESS 1 118 45.26 (27.47) 67 44.49 (27.159) 51 46.27 (28.11) 0.35 116 0.73 
Aims2 
Symptoms 1 
118 5.55 (2.82) 67 5.66 (2.822) 51 5.387 (2.83) -0.53 116 0.599 
Table 1.2 Baseline scores on measures of physical disability for total sample, 
treatment and control groups and results of Wests comparing treatment and control 
groups. 
Variable Total Sample 
N Mean (S. D. ) 
Treatment 
N Mean (S. D. ) 
Control 
N Mean (S. D. ) 
Statistics 
T df P 
HAQ 118 1.52 (0.68) 67 1.54 (0.60) 51 1.49 (0.78) -0.363 90.76 0.7171 
Aims2 Physical 118 3.16 (2.015) 
1 
67 3.09 (1.73) 
1 
51 3.25 (2.35) 
1 
0.42 88.64 0.6761 
11 
' Levene's Test significant so unequal variances t test used 
Table 1.3 Baseline scores on measures of emotional distress for total sample, 
treatment and control groups and results of Wests comparing treatment and control 
groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
HADS Anxiety 118 6.36 (4.094) 67 6.49 (3.94) 51 6.18 (4.32) -0.41 116 0.68 
HADS Depression 118 5.54 (3.24) 67 5.54 (3.29) 51 5.55 (3.20) 0.019 116 0.985 
Aims2 Affect 118 3.62 (1.86) 67 3.57 (1.81) 51 69 (1.93) 0.37 116 0.715 
PANAS: 
Positive Attitude 117 29.14 (7.96) 66 29.11 (8.16) 51 29.18 (7.78) 0.047 115 0.962 
Negative Attitude 117 18.09 (6.91) 66 18.83 (7.37) 51 17.12 (6.22) -1.34 115 0.184 
POMS: 
Tension/Anxiety 118 6.56 (5.26) 67 6.54 (5.28)1 51 6.59 (5.29) 0.052 116 0.959 
Depression/Dejection 
- 
118 4.20 (4.74) 67 3.85 (4.74)1 51 4.67 (4.76) 0.93 116 0.357 
AngeT/ Hostility 
118 5.78 (5.08) 67 5.61 (5.29)1 51 6 (4.83) 0.41 116 0.683 
Vigour/Activity 
118 10.61 (5.21) 67 10.3 (5.17) 51 11 (5.29) 0.71 116 0.481 
Fatigue/Inertia 
118 13.17 (5.72) 67 13.48 (5.77) 51 12.77 (5.69) -0.67 116 0.505 
Confusion/ 
Bewilderment 118 5.87 (4.70) 67 6.22 (5.29) 51 5.41 (3.78) -0.93 116 0.354 
' Kolmogorov-Smirnoff one sample test was significant showing that the sample distribution was 
significantly different from normal 
Table 1.4 Baseline scores on measures of social and occupational function for total 
sample, treatment and control groups and results of Wests comparing treatment 
and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
Aims2 Social 118 4.15 (1.56) 67 3.96 (1.42) 51 4.40 (1.69) 1.52 116 0.132 
Aims2 Role 85 3.488 (2.59) 49 3.80 (2.76) 36 3.07 (2.30) -1.29 83 0.2 
Chores 117 3.67 (1.64) 67 3.90 (1.57) 50 3.35 (1.68) -1.84 115 0.069 
Working 116 1.17 (1.27) 67 1.27 (1.26) 49 1.03 (1.27)1 -1.04 114 0.303 
Social 117 1.92 (1.06) 67 2.14 (1.10) 50 1.63 (0.95) -2.63 115 0.01** 
Outings 117 2.36 (1.12) 67 2.55 (1.13) 50 2.11 (1.05) -2.15 115 0.034* 
Everyday 117 2.31 (0.89) 67 2.49 (0.89) 50 2.07 (0.85) -2.57 115 0.011* Activities I 
= P<0.05, **= P<0.0 1, ***= P<0.00 I 
Kolmogorov-Smirnoff one sample test was significant showing that the sample distribution was 
significantly different from normal 
Table 1.5: Baseline scores for individualized quality of life for total sample, 
treatment and control groups and results of Wests comparing treatment and control 
groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
PGI 117 3.70 (2.30) 66 3.47 (2.12) 51 4.003 (2.50) 1.25 115 0.213 
Table 1.6 Baseline scores on measures of disease activity for total sample, treatment 
and control groups and results of Wests comparing treatment and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
Ems 
114 113.3 (168.9) 63 112 (166.5) 51 116.3 (173.5) 0.17 112 0.868 
C-reactive protein 
(crp) 114 29.81 (32.26) 63 25.81 (30.93)1 51 34.75 (33.47)1 1.48 112 0.142 
Ritchie articular index 
114 15.13 (11.77) 63 13 (10.07) 51 17.77 (13.21) 2.12 91.74 0.036*2 
White cell count 
114 8.04 (2.251) 63 8.18 (2.43) 51 7.87 (2.02) -0.72 112 0.471 
Platelets 
114 321.3 (100.71) 63 321.9 (104.3) 51 320.4 (97.03) -0.078 112 0.938 
Heamoglobin 
114 12.54 (1.49) 63 12.69 (1.509) 51 12.35 (1.461) -1.23 112 0.223 
Erythrocyte 
sedimentation rate* 114 31.29 (25.18) 63 29.14 (23.18)1 51 33.94 (27.54) 1.01 112 0.314 
Rheumatoid Factor N 107 Positive 71 N 59 Positive 40 N 48 Positive 31 X2=. 122; d. f. =1; (66.4%) Negative 36 (67.8%) Negative 19 (64.6%) Negative 17 
p=. 726 (33.6%) (32.2%) (35.4%) 
= P<0.05, ** = P<0.01, *** = P<0.001 
Levene's Test significant so unequal variances t test used 
2 Kolmogorov-Smirnoff one sample test was significant showing that the sample distribution was 
significantly different from normal 
Table 1.7 Baseline scores on measures of health care utilization for total sample, 
treatment and control groups and results of Wests comparing treatment and control 
groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
Dr Visits for RA - 
Routine 118 2.698 (2.98) 67 2.90 (3.19)1 51 2.40 (2.68)1 -0.91 116 0.368 
Dr Visits for RA - 
Specific Problem 117 1.06 (1.97) 67 1.02 (1.45)1 50 1.11 (2.52)1 0.26 115 0.798 
Dr Visits for RA - 
Total 117 3.76 (4.06) 67 3.92 (3.44)1 50 3.54 (4.79)1 -0.50 115 0.62 I 
' Kolmogorov-Smirnoff one sample test was significant showing that the sample 
distribution was significantly different from normal 
Lorig et al (1993) reported on a study of 75 people with RA in the USA using this 
measure. Prior to intervention they reported an average 10.4 visits per year. In the present 
study the mean number of doctor visits was 3.756 in four months. This suggests they 
would make an estimated 11.27 visits per year to doctors for their RA. These results are 
very similar. 
Table 1.8 Baseline means and standard deviations for illness perceptions 
questionnaire for total sample, treatment and control groups, alpha reliability 
coefficients and results of Wests comparing treatment and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
alpha 
Identity 118 1.19 (0.38) 67 1.21 (0.36) 51 1.16 (0.40) -0.60 116 0.554 
. 73 Time Line 118 3.82 (5.77) 67 3.84 (0.75) 51 3.79 (0.81) -0.35 116 0.73 
. 77 Control Cure 118 3.30 (0.60) 67 3.35 (0.62) 51 3.23 (0.56) . 1.10 116 0.274 
. 42 Coherence 118 3.56 (0.88) 67 3.60 (0.91) 51 3.50 (0.83) -0.57 116 0.567 
. 582 Consequences 118 3.63 (0.71) 67 3.63 (0.75) 51 3.62 (0.66) . 0.10 116 0.922 
. 50 1 Total attribution 118 1.39 (0.10) 67 1.31 (1.09) 51 1.49 (1.14) 0.86 116 0.394 
1 
. 30 
Table 1.9 Baseline scores on measures of self-efficacy for total sample, treatment and 
control groups and results of wests comparing treatment and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean (S. D. ) N Mean (S. D. ) T df P 
Self Efficacy: 
Pain 117 46.15 (19.3) 66 46.21 (16.20) 51 46.09 (22.89) -0.032 86.25 0.9741 
Arthritis symptoms 117 58.20 (1.95) 66 57.93 (19.89) 51 58.55 (22.85) 0.16 115 0.876 
FuncTion 118 53.12 (23.48) 67 53.38 (20.52) 51 25.77 (27.11) -0.14 90.14 0.8931 
Generalised 118 30.61 (4.62) 67 30.52 (5.15) 51 30.73 (3.87) 0.24 116 0.808 
' Levene's Test significant so unequal variances t test used 
Table 1.10 Baseline scores on measures of coping for total sample, treatment and 
control groups and results of Wests comparing treatment and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean N Mean N Mean T df P 
(S. D. ) (S. D. ) (S. D. ) 
CSQ (Pain) 
Divert attention 117 1.60 (1.27) 67 1.63 (1.28) 50 1.55 (1.27) -0.37 115 0.722 
Reinterpreting the 115 1.23 (1.25) 65 1.23 (1.23) 50 1.23 (1.29) 0.003 113 0.998 
pain sensations 
ignoring sensations 117 3.35 (1.74) 67 3.25 (1.79) 50 3.49 (1.67) 0.73 115 0.465 
Coping self- 117 4.07 (0.12) 67 4.03 (1.41) 50 4.13 (1.21) 0.39 115 0.695 
statements 
Increased behavioural 117 2.80 (1.33) 67 2.89 (1.46) 50 2.67 (1.15) -0.88 114.61 382 0 activity . 
COPE 
Positive 
Interpret/growth 117 4.70 (1.95) 66 4.71 (1.92) 51 4.69 (2.005) -0.71 115 0.944 
Active Coping 117 4.74 (1.86) 66 4.77 (1.87) 51 4.69 (1.87) -0.25 115 0.805 
Planning 117 3.97 (1.85) 66 3.86 (1.76)' 51 4.12 (1.97) 0.74 115 0.464 
Seeking Soc. Supp. 117 4.06 (1.69) 66 4.26 (1.82) 51 3.80 (1.48)1 -1.45 115 0.15 Emotional ' 
Seeking Soc. Supp. 117 3.39 (1.46) 66 3.56 (1.5)1 51 3.16 (1.39)1 -1.49 115 0.139 Instrumental 
Suppression Comp. 117 3.87 (1.80) 66 4.03 (1.84) 51 3.67 (1.74)1 -1.09 115 0.28 Activities 
Acceptance 117 6.58 (1.55) 66 6.5 (1.53)1 51 6.69 (1.58)1 0.64 115 0.521 
Mental Disengage- 117 5.04 (1.82) 66 5.13 (2.02) 51 4.92 (1.55)' -0.65 114.9 515 
2 
0 ment . 
Focusing/Venting 117 4.06 (1.83) 66 3.86 (1.82)1 51 4.31 (1.83) 1.32 115 0.188 
emotions 
Behavioural 117 2.96 (1.34) 66 2.96 (1.35)1 51 2.96 (1.34)1 0.03 115 0.98 Disengagement 
_ - - Denial 117 3.009 (1.60) 66 2.91 (1.45)1 51 3.1 T T(l .7 8))T 0.76 115 0.4 Restraint Coping 117 4.59 (1.81) 66 4.80 (1.75) 51 4.33 (1.86) -1.38 115 0.171 
Humour 117 4.60 (2.09) 66 TT53 -(2.2072) 51 4.69 (1.90) 0.41 113.8 0.684' 
' Kolmogorov-Smimoff one sample test was significant showing that the sample distriýution was 
significantly different from normal. 
2 Levene's Test significant so unequal variances t test used 
Table 1.11 Baseline scores on measures of self-management behaviours, for total 
sample, treatment and control groups and results of Wests comparing treatment 
and control groups. 
Variable Total Sample Treatment Control Statistics 
N Mean (S. D. ) N Mean N Mean (S. D. ) T df P 
(S. D. ) 
Stretch 117 3.02 (4.69) 67 3.70 (5.52)1 50 2.11 (3.08)1 -1.98 107.29 
0.05*2 
Strength 117 1.78 (3.46) 67 2.28 (4.07)1 50 1.11 (2.30)1 -1.98 107.9 0.0512 
Relax 117 1.58 (3.47) 67 1.40 (3.92)1 50 1.82 (2.76)1 0.64 115 0.522 
Massage 116 0.92 (3.22) 66 1.14 (3.97)1 50 0.64 (1.83)1 -0.82 114 0.413 
Walk 116 2.35 (3.01) 66 2.26 (3.12)1 50 2.48 (2.91)1 0.39 114 0.696 
Walk min 117 22.52 (28.93) 67 21.45 (27.48)1 50 23.95 (30.98)1 0.46 115 0.645 
Walk mile 117 0.50 (0.612) 67 0.42 (0.54)1 50 0.62 (0.68) 1.81 115 0.073 
Bike 117 0.21 (1.16) 67 0.28 (1.50)1 50 0.1 (0.42)1 -0.84 115 0.401 
Bike min 117 0.92 (4.43) 67 0.78 (4.69)1 50 1.1 (4.08)1 0.39 115 0.697 
swim 117 0.24 (0.65) 67 0.24 (0.65)1 50 0.24 (0.66)1 0.01 115 0.992 
Swim min 117 4.38 (12.49) 1 67 4.85 (13.17)1 50 3.75 (11.61)1 1 -0.47 115 0.639 
= P<0.05, ** = P<0.01, *** = P<0.001 
Kolmogorov-Smirnoff one sample test was significant showing that the sample distribution was 
significantly different from normal. 
' Levene's Test significant so unequal variances t test used 
Appendix J: Results of ANOVAs and 
ANCOVAs, testing hypotheses 1.1 and 1.2 
Table J. 1: Results of ANOVAs and ANCOVAs testing hypothesis 1.1a-g. The results 
of the ANCOVA using Ritchie time 1 as the covariate, CRP as covariate or Ritchie 
and CRP as covariates are reported after the ANOVA if they changed the result 
significantly. 
Variable Within participants effect's Between Interaction 
participants effect's 
effect's 
NRIP f=1.163 f =0.191 f=0.970 
df = 3.346 df =1 df = 3.346 
p=0.325 p=0.663 p=0.413 
GRSP f= 1.323 f= 0.021 f-- 1.350 
df= 3.589 df =1 df = 3.589 
p=0.263 p=0.885 p=0.254 
BVAS f= 1.251 f= 0.784 f-- 1.648 
df = 3.409 df =1 df = 3.409 
p=0.290 p=0.389 p=0.171 
Pain Distress f=1.425 f--0.345 f=0.816 
df = 3.439 df =I df = 3.439 
p=0.231 p=0.558 p=0.500 
AIM Symptom f--l. 629 f =0.012 f =1.272 
df =3.301 df =1 df =3.301 
p =0.177 p =0.912 p =0.283 
HAQ f =2.344 f=0.043 f =2.565 
df = 3.607 df= 1 df = 3.607 
p=0.061 p=0.835 P=0.044* 




ANCOVA/CRP df = 3.697 
p=0.155 
HAQ: f=1.359 
ANCOVA/Ritchie & df = 3.703 
CRP p=0.250 
AIM Physical f =0.775 f =0.447 f =0.969 
df = 3.681 df =1 df =3.681 
p =0.532 p =0.505 =0.419 
Hospital F=1.071 f 0.004 f=0.509 
Anxiety Df = 3.766 df =I df = 3.766 
P=0.369 p=0.947 p=0.718 
Hospital depression F=1.725 f 0.695 f=0.975 




Ta_ble J. 1 (continued). 
Variable Within participants effect's Between Interaction 
participants effect's 
effect's 
AIM Affect f =0.324 f=2.818 f =0.692 
df =3.554 df= I df =3.554 
p =0.840 p =0.096 p =0.581 
AIM Affect: f=3.012 
df = 3.708 
ANCOVA/CRP P=0.021 * 
AIM Role f =1.407 f =3.066 f =1.120 
df =3.694 df =1 df =3.694 
p =0.235 p =0.084 p =0.346 
AIM Social f =0.543 f =7.911 f =1.329 
df =3.3 10 df =1 df =3.130 
p =0.671 p =0.006** 0.263 
AIM Social: f =0.48 
ANCOVA/Ritchie df=I 
p =0.489 
Patient gen. Index f =3.624 f =0.017 f =2.674 
df =3.759 df =1 df =3.759 
P =0.008** p =0.895 P =0.035* 
Patient gen. Index: f =0.571 
ANCOVA/Ritchie df--3.757 
p =. 673 
Patient gen. Index: f=0.643 
ANCOVA/Ritchie & df = 3.789 
CRP p=0.623 
EMS f =1.355 f =0.083 f =1.277 
df =2.963 df =1 df =2.963 
p =0.257 p =0.774 p =0.282 
CRP f =3.708 f =2.374 f =0.821 
df =3.087 df =1 df =3.087 
P =0.01 I* p =0.126 p =0.486 
CRP: f =0.884 
ANCOVA/Ritchie df--3.086 
p =. 452 
Ritchie f =13.232 f =5.732 f =0.554 
df =3.235 df =1 df =3.235 
P =<0.001 *** p =0.0 18* p =0.659 
WCC f =1.602 f =0.888' f =0.090 
df =1.903 df =1 df =1.903 
p =0.205 1p =0.348 1p =0.906 1 
Table J. 1 (continued). 
Variable Within participants effect's Between Interaction 
participants effect's 
effect's 
Platelets f =0.527 f =0.081 f =0.938 
df =1.711 df =1 df =1.711 
p =0.563 p =0.776 p =0.381 
HB f =7.155 f =0.951 f =0.562 
df =1.803 df =1 df =1.803 
p =0.001*** p =0.332 p =0.553 
HB: f =1.573 
ANCOVA/Ritchie df-"1.780 
p =0.212 
f =0.737 f =2.368 f =1.730 
ESR df =1.986 df =1 df =1.986 
p =0.479 p =0.127 . 180 Dr Visits f =5.049 f =0.307 f =0.045 
df--l. 462 df =1 df--l. 462 
P =0.014* p =0.58 P =0.911 
Dr Visits: f =2.169 
ANCOVA/Ritchie Df-"1.464 
p =0.132 - 
Dr Visits: f =2.173 
ANCOVA/CRP & df--1.466 
Ritchie I p =0.131 1 
Table J. 2: Hypotheses I. Ia-g Within participants main effects and interaction 
effects from planned contrasts comparing time 1vs 2,2 vs 3,3 vs 4, and 4 vs 5. 
Planned contrasts Planned contrasts 
Variable (Within Participants main ffects) (interaction effects) 
1 vs 2 2 vs 3 3 vs 4 4 vs 5 1 vs 2 2 vs 3 3 vs 4 4vs5 
NRIP f =. 058 f=3.17 f=0.01 f=0.35 f=0.11 f=0.49 f=1.57 f=0.69 
df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.81 p=0.08 p 0.90 p=0.55 p 0.74 p 0.49 p 0.21 p 0.41 
GRSP f 1.85 f=0.99 f 0.11 f=0.49 f 0.83 f 1.78 f 4.41 f 0.08 
df =I df= I df= I df= I df= I df= I df= I df =I 
p=0.18 p=0.32 p=0.74 p 0.4 = 0.37 p 0.18 p 0.04 p 0.78 
BVAS f =. 001 f=2.80 f =. 003 f 0.46 f =. 001 f 1.05 f 4.57 f 0.30 
df =1 df= I df =I df= I df= I df= I df= I df =I 
p 0.98 p 0.09 p 0.96 p 0.5 p 0.98 p 0.31 p 0.03 p 0.58 
PAIN f 1.44 f 0.39 f 0.49 f 0.37 f 0.14 f 0.63 f 2.16 f 0.18 
DISTRESS df =I df =I df =I df= I df= I df= I df= I df= I 
p 0.23 p=0.53 1) = 0.49 p=0.54 p=0.71 p 0.43 p 0.14 p=0.67 
AIM f 2.02 f=2.31 f=3.94 f=0.26 f= 1 1.25 f 3.94 f=0.19 
Symptom df =I df =I df =I df =1 1.002 df =I df =I df =I 
p 0.16 p 0.31 p= p 0.61 df =I p, = 0.27 p= p 0.66 
0.05* p 0.32 0.05* 
HAQ f 7.54 f 0.01 f=1.12 f 0.21 f 5.46 f =. 009 f=0.42 f 2.98 
df =I df= I df= I df= I df= I df= I df= I df= I 
P= P 0.91 p 0.29 p 0.65 p= p 0.92 p 0.52 p 0.09 
. 007** 0.02* 1 
AIM f=0.25 f 0.72 f 0.15 f 1.51 f=0.39 f 1.21 f 1.93 f 0.20 
Physical df =I df =I df =I df =I df =I df =I df =I df =I 
p=0.62 p 0.39 p 0.70 p 0.22 p 0.53 p 0.27 p 0.17 p 0.66 
Hospital f=O f 1.17 f 0.55 f 1.78 f 0.15 _ f 0.4 f 0.14 f 0.55 
Anxiety df =I df =I df =I df= I df= I df= I df= 11 df= I 
p=0.99 1p=0.28 p=0.46 p=1.85 p 0.70 p=0.53 p=0.71 p=0.46 
Hospital f=0.92 f=2.59 f=2.33 f=0.32 f 1.38 f=0.74 f=0.41 f=0.42 
depression df =I df =I df =I df =I df =I df =1 df= I df= I 
p=0.34 
-P=0.11 
p=0.13 p=0.57 p=0.24 p=0.39 V=0.53 p=0.52 
AIM Affect f=1.84 f=0.89 f=1.01 f=0.52 f= 0-ý2-7 -f = 0.89 f=1.01 f=2.79 
df =I df =ý I df =I df =I df =I df =I df =I df =I 
p=0.18 Ip=0.35 p=0.52 p 0.47 p 0.43 p=0.35 p=0.32 p=0.09 
AIM Role f=1.48 f=0.19 f= f 0.74 f 0.06 f=0.36 f=3.4 f=0.29 
df =1 df =1 0.006 df =I df =I df =I df= I df= I 
p=0.23 p=0.67 df =I p=0.39 p=0.81 p, = 0.55 p=0.07 P=0.59 
L I Ip=0.94 1 1 1 1 1 
Table J. 2 (continued). 
Planned contrasts Planned contrasts 
Variable (Within Participants main ffects) (interaction effects) 
1 vs 2 2 vs 3 3 vs 4 4 vs 5 1 vs 2 2 vs 3 3 vs 4 4 vs 5 
AIM Social f=0.73 f 0.43 f=0.06 f=0.52 f=2.5 f-ý-0.004 f=0.33 f=0.01 
df =I df =I df =I df =I df =I df= I df= I df= I 
p 0.39 p=0.52 p=0.81 p 0.47 p=0.12 p=0.95 p 0.57 p 0.92 
Patient gen. f 1.72 f=2.36 f=0.08 f 0.08 f=3.91 f=0.36 f 5.97 f 4.03 
Index df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.19 p 0.13 p=0.77 p 0.77 p=0.05 p=0.55 p 0.02 p 0.05 
EMS f 1.05 f 2.47 f=0.02 f 0.04 f =. 05 f =. 31 f 1.55 f 5.2 
df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.31 p 0.12 p 0.88 p 0.84 p =. 58 p 0.58 p 0.22 p 0.02 
CRP f 6.69 f . 007 f 0.56 f 1.11 f=2.22 f 1.63 f 0.19 f 1.11 df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.01 p 0.93 p 0.46 p 0.29 p=0.14 p 0.20 p 0.66 1) = 0.29 
Ritchie f 7.32 f 6.20 f 0.36 f 2.64 f =0.002 f 0.33 f 0.09 f=1.45 
df =I df =I df= I df= I df= I df= I df= I df= I 
p =. 008 
-P=0.01 
p 0.55 P 0.11 p 0.97 p 0.57 p 0.76 p 0.23 
wCC f 1.34 f 0.84 
df =I df =I 
p 0.2 p 0.81 
Platelets f 0.40 f 0.55 
df =I df =I 
p 0.53 p 0.46 
HB f 1.03 f 0.32 
df =I df =I 
p 0.313 p=0.858 
ESR f 0.31 f=2.76 
df =I df =I 
p=0.58 P=0.10 
Dr Visits f =0.1 14 f =0.041 
df =I df =I 
p =0.736 p =0.84 
Table J. 3: Hypotheses 1.1a-g within participants main effects and interaction effects 
from planned contrasts comparing time 1 vs 3,1 vs 4 and 1 vs, 5. 
Planned contrasts Planned contrasts 
Variable (Within Participants main effects) nteraction e ects) 
1 vs3 1 vs 4 1 vs 5 1 vs3 1 vs 4 1 vs 5 
NRIP f =2.059 f=1.351 f =. 528 f =. 834 f =. 050 f =. 689 
df =I df= I df= I df= I df= I df= I 
p=. 154 p =. 248 p =. 469 p =. 363 p =. 823 p =. 408 
GRSP f=4.94 f=1.126 f=2.716 f=4.573 f =. 014 f =. 130 
df =I df= I df =I df =I df= I df= I 
P =. 028* p =. 291 p =. 102 p =. O 5* p =. 908 p =. 719 
BVAS f=2.15 f=1.931 f =. 722 f =. 792 f =. 651 f=1.511 
df =I df =I df =I df= I df= I df= I 
p =. 144 p=. 167 p =. 397 p =. 375 p =. 421 p= . 221 
PAIN f =2.439 f=4.135 f=2.242 f=1.099 f =. 052 f =. 309 
DISTRESS df= I df= I df= I df= I df df= I 
p=. 121 p =. 044* p=. 137 p =. 2 7 p =. 821 p =. 579 
AIM f =7.471 f=0.913 f=1.495 f=3.895 f =. 080 f =. 015 
Symptom df= I df= I df= I df= I df= I df= I 
p =. 007 p =. 341 p =. 224 p =. 051 p =. 778 p= . 902 
HAQ f =6.991 f=2.293 f=2.952 f=5.057 f=2.293 f =. 000 
df =I df =I df =I df =I df =I df =V 
P =. 009** p=. 113 p =. 088 p =. O 6* p, =. I 13 p =. 989 
AIM f=1.484 f =. 562 f =. 094 f=2.434 f =. 029 f= . 043 Physical df =I df =I df= I df= I df= I df= I 
p =. 226 p =. 455 p =. 759 p =. 121 v= . 865 =. 836 Hospital f=1.150 f =2.692 f =. 184 f =. 997 f =. 327 f=1.476 
Anxiety df =I df= I df= I df= I df =1 df =I 
v =. 286 p =. 104 p =. 668 p =. 3 0 p =. 569 p =. 227 
Hospital f =5.567 f =. 834 f=2.252 f=3.149 f=1.348 f =. 477 
depression df =I df =I df =I df= I df= I df= I 
p =. 020* p =. 363 p =. 136 p =. 079 p =. 248 I 
AIM Affect f =. 016 f =. 045 f =. 538 f=2.250 f =. 126 f =. 665 
df =I df= I df= I df= I df= I df= I 
- 
p =. 900 p =. 833 p =. 465 p =. 136 p =. 723 p =. 416 
Role AX-IM f =2.594 f=1.637 f=5.164 f =. 607 f=1.179 f =. 068 
df= I df= I df= I df= I df= 1 df= I 
P=. Ill p =. 204 p =. 438 p =. 281 p =. 546 
AIM Social f =. 057 f =. 001 f =. 324 f=1.977 f=2.268 f=3.180 
df =I df =I df =I df= I df= I df= I 
- 
p =. 812 p =. 978 p =. 570 p=. 1 2 p =. 135 p =. 077 
tg e n. Fa-fi en f =6.903 f =7.025 f =8.21 0 f =6.053 f =0.052 f =3.675 
Index df=l d f-- I df=I df=l df=I d f-- I 
I n=0.01** 0.058 
Table J. 3 (continued). 
Planned contrasts Planned contrasts 
Variable (Within Participants main effects) nteraction e ects) 
1 vs 3 1 vs 4 1 vs 5 1 vs 3 1 vs 4 1 vs 5 
EMS f =5.559 f=2.421 f=1.697 f =. 058 f=1.074 f =. 626 
df =I df= I df= I df= I df= I df= I 
p =. 020 p=. 123 p =. 195 p =. 810 p =. 302 p =. 431 
CRP f =3.831 f=5.596 f=8.739 f= . 020 f =. 211 f =. 3T2 df =I df= I df= I df= I df= I df= I 
p =. 053 p =. 026 p =. 004 p =. 889 p =. 647 v =. 240 
Ritchie f= 23.496 f= 21.460 f= 29.79 f= . 337 f =. 072 f=1.158 df =I df= I df= I df= I df= I df= I 
p =. 000 p =. 000 p =. 000 p =. 563 p =. 789 p =. 284 
wCC f=3.69 f =. 481 f=0.04 f =. 152 
df= I df= I df= I df= I 
p 0.08 p =0.489 p 0.06 p =0.697 
Platelets f 0.119 f =. 899 f 3.032 f =. 236 
df= I df= I df= I df= I 
p 0.731 p =0.345 p 0.084 p =0.628 
HB f 8.794 f=9.950 f 1.168 f=0.512 
df =I df =I df =I df =I 
p 0.004** p =0.002** p 0.282 p =0.476 
ESR f 1.43 f =. 440 f 2.59 f =. 001 
df= I df= I df= I df= I 
_p 
= 0.23 p =0.508 p=0.11 p =0.969 
Dr Visits f =5.3 84 f =6.20 f =0.023 f =0.069 
d f-- I d f= I df=l d f-- I 
Ip =0.022 p =0.014 p =0.879 p =0.794 
Table JA Results of ANOVAs and ANCOVAs testing hypothesis 1.2 a-i. The results 
of the ANCOVA using Ritchie time 1 as the covariate are reported after the 
ANOVA if they changed the result significantly. 
Variable Within participants Between participants Interaction effect's 
effect's effect's 
f=2.228 f=0.0207 f=2.284 
IPQ illness identity df =3.379 df =I df =3.379 
p, = 0.077 p=0.650 p=0.071 
f=4.269 f=1.38 f=0.258 
IPQ symptom df =3.260 df =1 df =3.260 
coherence P=0.004** p=0.243 p=0.871 
f=2.046 f=0.418 f=1.113 
IPQ time line df = 3.751 df =1 df =3.751 
p=0.092 P=0.519 p=0.349 
f =3.164 
IPQ Timeline df--3.704 
ANCOVA RI P =0.017* 
f=1.832 f=0.602 f=0.375 
IPQ consequences df =3.538 df =1 df =3.538 
p=0.130 p=0.439 p=0.075 
f=2.227 f=0.466 f=0.565 
IPQ cause df =3.558 df =1 df = 3.558 
= 0.073 p=0.496 p=0.668 
f=1.663 f=5.457 f=0.902 
JPQ cure/control df =3.539 df =1 df =3.539 
p=0.165 P=0.021 * p=0.453 
f =3.625 
JPQ Cure/Control D f-- I 
ANCOVA RI p =0.060 
f=3.372 f=1.727 f=4.471 
Self efficacy df =3.733 df =1 df =3.733 
Pain p=0.012* p=0.191 p, = 0.002** 
f =1.377 
SE Pain ANCOVA RI df--3.728 
p =0.243 
f=0.341 f=0.250 f=0.511 
SE Function df =3.655 df =1 df =3.655 
p=0.834 p=0.618 p=0.711 
f=0.415 f=1.043 f=3.943 
SE Arthritis df =3.509 df =1 df =3.509 
p=0.773 p=0.309, p=0.006** 
Table JA (continued). 
Variable Within participants Between participants Interaction effect's 
effect's effect's 
COPE: f=0.986 f=1.76 f=1.018 
Positive df =3.413 df =1 df =3.413 
interpretation/growth p=0.406 P=0.19 p, = 0.391 
f=0.643 f=2.371 f=0.787 
Active coping df =1.330 df =1 df =1.330 
p=0.466 p, = 0.126 p=0.410 
f=2.408 f=1.553 f=3.340 
Planning df = 3.542 df =1 df = 3.542 
p=0.056 p, = 0.215 p=0.014* 
f =4.070 
Planning ANCOVA df--3.560 
RI p =0: 004** 
f=2.993 f=8.574 f=1.268 
Seeking social support df =3.321 df =1 df =3.321 
emotional p=0.026* p=0.004** p=0.284 
Seeking Social f =1.290 
Support Emotional df--3.332 
ANCOVA RI p, =0.276 
f=3.844 f=8.066 f=1.409 
Seek social support df =3.542 df =1 df =3.542 
instrumental p=0.006** p, = 0.005** p=0.235 
Seeking Social f =3.088 
Support Instrumental df--3.568 
ANCOVA RI P =0.020* 
f=1.263 f=7.239 f=1.951 
Suppression df =3.528 df =1 df =3.528 
competing activities p=0.286 p, = 0.008** P=0.110 
f=1.83 f=0.406 f=0.770 
Acceptance df =3.604 df =1 df =3.604 
p=0.129 p=0.525 p=0.533 
f=0.433 f=2.499 f=1.615 
Mental disengagement df =3.217 df =1 df =3.217 
p=0.743 p=0.117 p=0.182 
f=6.299 f=0.832 f=0.369 
Focus/vent emotions df =3.112 df =1 df =3.122 
P<0.001*** p=0.364 p=0.783 
f =1.202 
FocusNent Emotions df--3.1 10 
ANCOVA RI p =0.309 
f=0.758 f=0.064 f=0.349 
Behavioral df = 3.067 df =1 df =3.067 disengagement p=0.521 p=0.800 p=0.794 
f=1.082 f=0.515 f=2.011 
Denial df =3.663 df =I df =3.663 
L p=0.363 1p=0.474 p, = 0.098 
Table JA (continued). 
Variable Within participants Between participants Interaction effect's 
effect's effect's 
f=1.703 f=7.879 f=0.401 
Restraint Coping df =3.803 df =1 df =3.803 
p=0.152 P=0.006** p=0.798 
f=0.788 f=1.530 f=2.667 
Humour df =3.385 df =1 df =3.385 
p=0.515 p=0.219 p=0.041* 
f =2.273 Humour ANCOVA df--3.386 
RI p =0.072 
f=2.967 f=6.354 f=0.882 
Stretch df =3.576 df =1 df =3.576 
p=0.024* p=0.013* p=0.465 
f=6.190 f=8.712 f =1.387 Strength df = 3.444 df =1 df =3.444 
p=0.001 *** P=0.004** p=0.243 
f=6.756 f=1.443 f=1.703 
Relax df =3.243 df =1 df =3.243 
p=0.001 *** p=0.232 p=0.162 
Relax ANCOVA RI f =2.077 
Df--3.208 
p =0.099 
f=1.350 f=0.634 f=0.536 
Massage df =2.901 df =I df F=2.901 
p=0.259 p=0.482 p=0.652 
f=3.840 f=0.593 f=1.694 
Walks over Y2mile df = 3.282 df =1 df =3.282 
p=0.008** p=0.443 p=0.163 
f =0.617 
Walks over Y2mile Df--3.340 
ANCOVA RI p =0.622 
f=1.894 f=0.146 f=1.183 
Number of minutes df = 3.361 df =1 df =3.361 
walked p=0.123 p=0.703 p=0.317 
f=2.654 f=2.243 f=0.236 
Number of miles df =3.081 df =1 df = 3.081 
walked p=0.047* p=0.137 p=0.876 
f =0.640 
Number of miles H--3.017 
walked ANCOVA RI p =0.590 
Table JA (continued). 
Variable Within participants Between participants Interaction effect's 
e ffe c t's effect's 
f=0.307 f=0.692 f=1.637 
Frequency of cycling df = 2.967 df =1 df =2.967 
p=0.818 p=0.407 p=0.181 
f=1.193 f=0.119 f=0.484 
Number of minutes df =2.404 df =1 df =2.404 
cycling p=0.309 p=0.731 p=0.652 
f =3.815 
Number of minutes Df--2.420 
cycling ANCOVA RI P =0.017* 
f=0.430 f=0.915 f=0.501 
Frequency of df =2.896 df =I df =2.896 
swimming p=0.725 p=0.341 p=0.675 
f=3.006 f=0.293 f=0.720 
Number of minutes df = 3.471 df =I df =3.471 
swimming p=0.024* p=0.589 p=0.560 
Number of minutes f =1.889 
swimming ANCOVA df--3.379 
RI p =0.123 
Table J. 5 Hypotheses 1.2a-i within participants main effects and interaction effects 
from planned contrasts comparing time Ivs 2,2 vs 3,3 vs, 4, and 4 vs 5. 
Planned contrasts Planned contrasts 
Variable (main ffects) (interaction effects) 
1 vs 2 2 vs 3 3 vs 4 4 vs 5 1 vs 2 2 vs 3 3 vs 4 4 vs 5 
JPQ illness f=2.15 f =2.47 f=0.02 f=0.02 f=4.36 f=0.43 f=0.01 f=2.85 
identity df =I df =I df =I df =I df =I df= I df=l df=l 
P=0.15 p=0.12 p=0.88 p=0.89 p=0.04* p 0.51 p=0.93 P=0.09 
JPQ symptom 
coherence f=2.97 f=3.08 f=0.06 f=0.40 f=0.19 fO 43 f=0.74 f=0.05 
df =I df =I df =I - df =I df =I j df 
L=l 
df =I df =I 
P 0.09 p 0.08 p 0.79 p 0.53 p 0.66 1 p 0.39 1 p 0.82 
iPQ time line f 0.32 f 5.77 f 6.81 f 1.59 f 0.00 f 0.18 f 0.33 f 2.09 
df =I df =I df =I df= I df= I df= I df= I df= I 
p=0.57 P= P= p=0.21 p=0.97 p=0.67 p=0.57 p=0.15 
0.02* 0.01** 
IPQ f=0.13 f=4.76 f=1.17 f=0.42 f=0.002 f=4.35 f=0.00 f=1.58 
consequences df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.71 p=0.03* p 0.28 p 0.52 p 0.96 p 0.04* P 0.99 p 0.21 
JPQ cause f 0.08 f=3.72 f 0.28 f 1.14 f 0.004 f 0.07 f 0.28 f 0.39 
df= I df= I df= I df= I df= I df= I df= I df= I 
p 0.77 p =. 056 p 0.59 p=0.29 p=0.95 p 0.79 p 0.59 p=O. 3 
JPQ cure/ f 1.82 f=3.81 f 3.08 f=0.61 f=0.24 f 1.62 , f 0.82 f=0.01 
Control df =I df =I df =I df= I df= I df= I df= I df= I 
p=0.18 
_p=0.05* 
p 0.08 p 0.44 p 0.63 p 0.21 p 0.37 p 0.92 
Self efficacy f=0.21 f=8.87 f 0.80 f 0.41 f 0.013 f 9.532 f 0.634 f 2.34 
Pain df =I df =I df =I df =I df =I df =I df =I df =I 
P= P= P= P= p 0.908 P= p 0.428 P= 
0.647 0.004** 0.373 0.526 0.003** 0.129 
f=0.69 f=0.54 f=0.54 f=0.08 f 0.04 f=1.32 f 0.49 f=0.15 
SE Function df =I df =I df =I df= I df= I df= I df =Y df= I 
p=0.41 p=0.46 p 0.46 p=0.78 p 0.84 p 0.25 p 0.48 p=0.69 
f= f=1.01 f 0.79 f=0.28 f 0.03 f 11.65 f 2.28 f=1.61 
SE Arthritis 0.007 df =I df =I df =I df =I df =I df =I df =I 
df =I p=0.32 p=0.38 p=0.59 p=0.85 P= p 0.13 P=0.1 
p 0.93 1 0.001*** 
COPE: 
positive f 2.35 f=2.42 f-- 0.002 f=1.28 f=0.51 f=0.94 f 0.35 f=0.44 
interpreta- df =I df =I df =I df =I df =I df =I df =I df =I 
tion/Growth , p=0.13 I p=0.12 Ip=0.96 1p=0.26 1p=0.47 1p=0.33 1p=0.56 1p=0.51 
Table J. 5 (continued). 
Planned contrasts Planned contrasts 
Variable (main ffects) (interaction effects) 
1 vs 2 2 vs 3 3 vs 4 4 vs 5 1 vs 2 12 VS 2 2 vs 3 3 vs 4 4 vs 5 
f-- 0.003 f=4.38 f=0.04 f =0.022 f=0.17 17 f=0.74 f=0.007 f=0.55 
Active coping df= I df= I df= I df= I df= I df= I df =I df =I 
p 0.96 p=0.04* p 0.85 p 0.88 0 . 68 0 
q 
p 0.39 p 0.93 p 0.46 
f 0.56 f=8.35 f 0.82 f 1.73 f 2.16 f 3.23 f 0.13 f 3.40 
planning df =I df =I df =I df= I df =l df =I df =I df =I 
p 0.46 P p 0.37 P =. 19 P 0.14 p 0.14 p=0.07 p 0.72 p 0.07 
0.005** 
Seeking 
social support f 7.99 f=4.28 f 0.68 f=2.25 f 0.68 f =0.07 f 3.10 f 0.64 
emotional df= I df= I df= I df= I df= I df= I df= I df= I 
P= P= p=0.41 p=0.14 p=0.41 p=0.79 p=0.08 p=0.43 
0.006** 1 0.04* 
__ýý, eek social f=5.07 f=1.25 f=1.82 f=2.49 f=0.07 f=2.01 f=0.051 f=2.49 
support df =I df =I df =I df =I df= I df= I df= I df= I 
instrumental P= p 0.26 p 0.18 p=0.12 p=0.79 p=0.16 p 0.48 p 0.12 
0.03* 
Suppression 
competing f=0.36 f 2.01 f 0.84 f=2.69 f=0.26 f=0.18 f 5.69 f 5.91 
activities df =I df =I df =I df =I df= I df= I df= I df= I 
p 0.55 p 0.16 p 0.36 P=0.10 p 0.61 p 0.67 p 0.02* P= 
1 0.02* 
f 1.86 f 0.03 f 1.32 f =0.005 f 1.11 f 3.07 f 0.22 f=0.3 
Acceptance df =I df =I df =I df =I df =I df= I df= I df= I 
P 0.17 p 0.87 p=0.25 p . 94 p 0.29 p 0.08 p 0.64 p 0.57 Mental f 0.78 f 0.5 f =0.003 f 0.43 f 0.05 f 2.65 f 0.58 f 4.16 
disengage- df= I df= I df= I df= I df= I df= I df= I df= I 
ment p 0.38 p 0.48 1p0.96 p 0.52 p 0.82 P 0.11 p 0.45 p=0.04* 
Focus f 1.01 f 3.86 f 0.16 f 7.96 f 0.81 f 0.013 f 0.001 f=0.06 
/vent df =I df =I df =I df =I df= I df= I df= I df=I 
emotions p 0.32 P=0.05* p=0.69 P= p=0.37 P=0.91 p=0.98 p=0.81 
1 0.006** 
&c-havioral f 0.60 f=0.13 f=0.94 f=2.1 f=0.03 f=0.53 f=0.94 f=1.25 
disengage- df =I df= I df= I df= I df= I df= I df= I df= I 
ment 
_p 
0.44 p 0.71 p 0.33 p 0.15 p 0.87 p 0.47 p 0.33 p 0.27 
f 3.27 f 2.73 f 0.46 f 0.24 f 0.97 f 0.19 f 0.09 f 1.12 
Denial df =I df= I df= I df= I df= I df= I df= I df= I 
p=0.07 1P=0.10 p=0.5 Ip=0.63 p=0.33 p=0.66 p=0.76 p=0.29 
f=0.37 f=2.44 f=4.28 f=2.95 f=0.54 f=0.17 f=0.27 f=0.23 
Restraint df =I df =I df= I df= I df= I df= I df= I df= I 
Coping P 0.54 
,p=0.12 
p=0.04* P=0.09 p=0.46 p=0.68 p=0.60 p=0.63 
Table J. 5 (continued). 
Planned contrasts Planned contrasts 
Variable (main ffects) (interaction effects) 
I vs 2 2 vs 3 3 vs 4 4 vs 5 Ivs2 2 vs 3 3 vs 4 4 vs 5 
f=1.19 f=0.13 f=0.30 f=0.32 f=4.89 f=0.22 f=0.86 f=0.53 
Humour df =I df =I df =I df =I df =I df= I df= I df= I 
p=0.28 p 0.72 p 0.58 p 0.57 p 0.03* p 0.64 p 0.35 p 0.47 
f= f 8.99 f 1.31 f 0.54 f 1.83 f 2.75 f 0.00 f 0.31 
Stretch 0.003 df= 1 df= I df= I df= I df= I df =I df =I 
df =I p= p 0.25 p=0.46 p 0.18 p=0.10 p 0.99 p=0.58 
p 0.96 0.003** 1 
f 3.65 f=9.25 f 0.07 f=0.02 f 0.67 f=7.47 f 1.08 f =. 003 
Strength df =I df =I df =I df =I df =I df =I df =I df =I 
p=0.06 p= p=0.79 p=0.89 p=0.41 p= p=0.30 p=0.96 
0.003** 0.007** 
f=0.73 f =21.29 f=2.03 f=0.29 f=1.68 f=1.16 f =. 003 f=0.00 
Relax df =I df= I df =I df =I df= I df= I df= I df =I 
p=0.39 p= p 0.16 p 0.59 p=0.19 p=0.28 p=0.96 p=0.99 
0.001** 
f =. 001 f=4.16 f 2.41 f 0.01 f=0.53 f=0.15 f=0.16 f=1.93 
Massage df =I df =I df =I df =I df =I df =I df =I df =I 
p 0.98 p= p=0.12 p 0.92 p 0.47 p 0.70 p 0.69 p 0.17 
0.04* 
f 6.07 f=0.00 f=1.45 f 0.35 f 2.97 f 3.7 f 0.00 f 2.86 
Number of df= I df= I df= I df= I df= I df= I df= I df= I 
walks over V2 p= p 0.99 p=0.23 p=0.55 p=0.09 p=0.058 p=0.99 p=0.09 
mile 0.02* 
Number of f=5.88 f 0.27 f=1.35 f=0.13 f=0.14 f=2.14 f=2.12 f= . 002 
minutes df =I df =I df =I df =I df =I df= I df= I df= I 
walked P= p 0.60 p=0.25 p 0.72 p 0.71 p=0.71 p 0.15 p 0.96 
0.02* 1 1 
Number of f=2.82 f 1.71 f =0.004 f 0.32 f 0.10 f=0.28 f 0.67 f 0.00 
miles df =I df =I df =I df =I df= I df= I df= I df= I 
walked p=0.09 p=0.19 p=0.95 p=0.57 p=0.75 p=0.59 p=0.41 p=0.99 
Table J. 5 (continued). 
Planned contrasts Planned contrasts 
Variable (main ffects) (interaction effects) 
1 vs 2 2 vs 3 3 vs 4 4 vs 5 1 vs 2 2 vs 3 3 vs 4 4 vs 5 
f =0.001 f=1.07 f=0.13 f=0.29 f=0.18 f=1.07 f=0.13 T= 3.79 
Frequency df =I df =I df =I df= I df= I df= I df= I df= I 
of cycling p 0.98 p 0.30 p 0.71 p 0.59 p 0.67 p 0.30 p 0.71 p--0.054 
Number of f 0.09 f 0.04 f 2.63 f 0.01 f 0.76 f 0.47 f 0.002 f=1.02 
minutes df =I df =I df =I df= I df =I df =I df =I df =I 
cycling p=0.76 p 0.85 p 0.11 p 0.91 p 0.38 p 0.49 p 0.96 p 0.31 
Frequency f =0.001 f 0.14 f 0.37 f 1.44 f 0.06 f 0.93 f 0.37 f 0.54 
of df= I df= I df= I df= I df =I df= I df =I df =I 
swimming p 0.97 p 0.71 p 0.54 p 0.81 p 0.34 p=0.54 p 0.47 
Number of f 0.44 f 7.76 f 0.63 f=2.66 f 0.05 f 0.41 f=0.07 f 2.78 
minutes df =I df =I df =I df =I df =I df =I df =I df =I 
swimming p=0.51 p= p=0.43 p=0.43 p=0.83 p=0.52 p=0.79 p=0.09 
1 , 0.006** , 1 - 1 
Table J. 6 Hypotheses 1.2a-i within participants main effects and interaction effects 
from planned contrasts comparing time 1vs 3,1 vs 4 and 1 vs, 5. 
Variable Planned Contrasts Planned Contrasts 
main effects) (interaction effec s) 
I vs3 1 vs 4 1 vs 5 1 vs 3 1 vs 4 1 vs 5 
JPQ illness f=6.91 f=4.860 f=3.726 f=6.164 f=5.149 f=0.451 
identity df =I df =I df= I df= I df= I df= I 
P=0.010** P 0.029* p =. 056 p =0.01 P =0.025* P 0.503 
IPQ f =8.398 f 7.225 f=8.022 f =. 834 f =. 113 f 0.245 
symptom df =I df =I df =I df =I df =I df =I 
coherence p=0.004** p 0.008** p 0.005** p 0.363 p 0.716 p 0.622 
JPQ time line f =2.170 f 0.683 f 0.064 f 0.116 f 0.041 f 2.297 
df =I df =I df =I df =I df =I df =I 
p =0.102 p 0.410 p 0.800 = 0.734 p 0.840 p 0.132 
IPQ f =3.225 f 0.741 f 1.803 f=3.918 f 3.749 f 0.574 
consequences df =I df= I df= I df= I df= I df= I 
p=0.0 5 p 0.391 p 0.182 p 0.050* P 0.055 
JPQ cause f =3.177 f 4.510 f 1.479 f 0.025 f 0.285 f=1.147 
df =I df= I df= I df= I df= I df= I 
p 0.077 P 0.036* p 0.226 = 0.875 P 0.594 P 0.286 
IPQ cure/ f 0.309 f 0.629 f 2.335 f=2.274 f 1.128 f 1.290 
Control df= I df= I df= I df= I df= I df= I 
p=0.580 p 0.429 p 0.129 p=0.134 P 0.290 p 0.258 
Self efficacy: f =6.585 f 3.142 f 1.432 f =10.232 f 6.097 f 1.261 
Pain df =I df =I df =I df =I df= I df= I 
P 0.012* P 0.079 p 0.234 = 0.002** P 0.015* P 0.264 
]Function f 0.052 f 0.611 f 0.490 f=1.470 f 0.204 f 0.985 
df =I df =I df= I df= I df= I df= I 
p 0.820 p 0.436 p 0.485 p 0.228 p 0.652 = 0.323 
Arthritis f 0.583 f 0.000 f 0.123 f 7. ý89 f 1.803 f=4.310 
df =I df =I df =I df= I df= I df= I 
p 0.447 P 1.00 p 0.727 = 0.008** p 0.182 P= 0.040* 
COPE: f 0.040 f 0.024 f 0.420 f=2.556 f 1.083 f=2.142 
Positive df =I df =I df =I df =I df =I df =I 
interpretation p=0.841 p=0.876 p 0.518 p=0.113 p=0.300 p=0.146 
/Growth 
Active f =3.703 f =4.243 f 0.667 f=1.324 f=1.152 f=1.230 
coping df =I df =I df =I df =I df =I df =I 
_2 
= 0.057 p=0.042* P 0.412 p 0.252 P 0.285 v=0.270 
Planning f =2.926 f =1.215 f 0.007 f 7.252 f 6.423 f=1.313 
df =I df =I df =I df =I df =I df= I 
P 0.090 p 0.273 p 0.993 P 0.008** p 0.013* p 0.254 
Seeking f 0.609 f 2.161 f 5.172 f 0.237 f 3.553 f 1.219 
social df =I df =I df =I df =I df =I df =I 
support p=0.437 p=0.144 p=0.025* p=0.627 p=0.062 p=0.272 
emotional 
Table J. 6 (continued). 
Variable Planned Contrasts Planned Contrasts 
main effects) (interaction effec s) 
1 vs 3 1 vs 4 1 vs 5 1 vs 3 1 vs 4 1 vs 5 
Seek social f =1.345 f=4.243 f =12.503 f=1.109 f=2.331 f=0.105 
support df =I df =I df =I df =I df =I df =I 
instrumental p 0.248 p=0.042* P 0.001** p 0.295 p 0.130 p 0.747 
Suppression f 0.271 f =1.988 f 0.003 f 0.012 f 4.997 f 0.003 
competing df =I df =I df =I df =I df =I df =1 
activities p=0.604 p=0.161 p 0.958 P 0.911 p 0.027* P 0.958 
Acceptance f =1.543 f =4.805 f 3.970 f 0.311 f 0.013 f 0.095 
df =I df= I df= I df= I df= I df= I 
p 0.217 p 0.030* p 0.049* P 0.578 P 0.909 p 0.758 
Mental f 0.073 f 0.061 f 0.043 f 1.133 f 2.451 f 0.011 
disengageme df =I df= I df= I df= I df= I df= I 
nt P=0.787 p=0.805 P=0.836 p 0.289 p 0.120 p 0.916 
Focus f =5.493 f =3.894 f =14.235 f 0.759 f 0.709 f 0.459 
/vcnt df =I df =I df =I df =I df =I df =I 
emotions p 0.021 p 0.051 P= p 0.385 p 0.402 p 0.499 
<0.001*** 
Behavioral f 0.952 f 0.155 f =2.062 f 0.219 f 0.016 f 0.404 
disengageme df =I df =I df =I df =I df =I df =I 
nt P 0.331 p 0.695 P 0.154 p 0.640 p 0.901 p 0.526 
Denial f 0.118 f 0.734 f 0.193 f 1.821 f 2.367 f 6.461 
df =I df= I df= I df= I df= I df =I 
p=0.732 p 0.393 p=0.662 p 0.180 P=0.127 P= 
0.012* 
Restraint f =3.636 f 0.003 f =2.236 f 1.103 f =0.324 f=0.029 
Coping df =I df =I df= I df= I df= I df= I 
P 0.059 p=0.960 38 P 0.296 p 0.570 6 
Humour f 0.467 f =1.054 f =2.086 f 2.623 f 4.732 f=6.878 
df =I df= I df= I df= I df= I df= I 
p=0.496 p=0.307 p=0.151 p 0.108 p 0.032* P= 
0.010** 
Stretch f =5.721 f =2.000 f =1.057 f 0.055 f 0.052 f=0.041 
df =I df =I df =I df =I df =I df =I 
- 
p 0.018* p 0.160 p= .6 P 
0.815 p 0.820 9 
rength -ýi f 18.754 f 9.904 f= 11.478 f 3.345 f 0.270 f=0.238 
df =I df =I df =I df =I df =I df= I 
P= p=0.002** P= p 0.070 p 0.604 p 0.626 
<0.001*** 0.001*** 
Relax f= 12.523 f =5.170 f =2.240 f 3.711 f 3.746 f 2.687 




Table J. 6 (continued) 
Variable Planned Contrasts Planned Contrasts 
main effects) (int raction effec s) 
1 vs 3 1 vs 4 1 vs 5 1 vs 3 1 vs 4 1 Vs 5 
- Massage f =3.556 f =- 0.500 f =. 607 f=0.352 f=0.624 f=O. OE 
df =I df =I df= I df= I df= I df= I 
p=0.062 p=0.472 p=0.438 p=0.5 4 p 0.431 p 0.915 
Number of f =4.365 f =8.984 f= 10.316 f=0.344 f 0.326 f 0.838 
walks over 
Y2 df =I df= I df= I df= I df= I df= I 
mile p=0.039* p=0.003** p=0.002** p 0.559 p 0.569 p 0.362 
Number of f =2.595 f =6.827 f =3.774 f 0.614 f 0.420 f 0.359 
minutes df =I df= I df= I df= I df =I df =I 
walked p 0.110 p 0.010** p 0.054 p 0.435 p 0.518 p 0.551 
Number of f 6.836 f 9.475 f 7.041 f 0.503 f 0.003 f 0.002 
miles walked df =I df =I df =I df =I df =I df =I 
P=0.010** p=0.003** p =0.009** p=0.480 p=0.955 p=0.965 
Frequency of f=0.429 f=0.492 f=0.056 f=0.085 f=0.213 f=2.650 
cycling df =I df =I df =I df= I df= I df= I 
p=0.514 p=0.484 3 = 0.771 p=0.645 p=0.106 
Number of f=0.002 f =1.696 f =1.820 f=1.773 f=0.751 f=0.002 
minutes df =I df =I df =I df =I df =I df =I 
cycling p 0.964 p 0.195 p 0.180 p 0.186 p 0.388 p 0.967 
Frequency of f 0.077 f 0.116 f 0.657 f 1.047 f 0.320 f 1.029 
swimming df =I df= I df= I df= I df= I df= I 
p=0.783 p=0.734 p=0.419 8 p 0.573 p 0.312 
Number of f =3.108 f =. 591 f =5.574 f=0.125 f 0.946 f 0.818 
minutes df =I df= I df= I df= I df= I df= I 
swimming p=0.081 p=0.443 p=0.020* p=0.725 p=0.333 p=0.368 
Appendix K: Predicting health 
outcomes in chronic RA over time: 
Results of multiple regression analyses 
testing Hypotheses 2.3 and 2.4 
The results of the multiple regression analyses computed to examine predictors of 
health outcomes at time 3,4 and 5 are described below. 
The multiple regression analyses are summarized in Tables K. 1-8. The tables include 
the total amount of variance in the dependent variable explained by the final model 
(Adjusted R2% variance) and the additional variance explained at each significant 
step in the analysis (Adjusted R2% change; Aadj. W). The tables also include the 
significant predictors, from the final model, presented under the column representing 
the step at which they were first entered in the analysis. When baseline illness 
representations and coping procedures, entered in model 5, explained significant 
additional variance the significant predictors are also included in the table and text. 
For each significant predictor the beta weight for (P), and unique variance explained 
by (rP 2) are also presented in the table and in the text. 
K. 1 Predictingpain time 3,4 and 5 
The results of the multiple regression analyses predicting pain are presented in Table 
K. l. 
NRIP 3 
The regression explained 37.6% of the variance in pain (NRIP) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
/ 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 16.8% variance in pain. In the fmal model lower pain (NRIP) at 
time 3, was predicted by lower baseline pain (NRIP; 0.43 0.10), higher baseline 
IPQ Identity (-0.37*; 0.03), lower baseline self-efficacy for pain (0.28*; 0.03) and 
lower IPQ identity at time 3 (0.53 ***; 0.0 8). 
NREP 4 
The regression explained 3 8.3% of the variance in pain (NRIP) at time 4. -When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 4) explained a 
significant additional 20.0% variance in pain. In the final model lower pain (NRIP) at 
time 4, was predicted by lower baseline pain (NRIP; 0.25*; 0.03), lower baseline self- 
efficacy for pain (0-26*: 0.02), lower IPQ Identity time 4 (0.58***; 0.10) and higher 
self-efficacy for pain at time 4 (-0.3 *: 0.02). 
NRIP 5 
The regression explained 40.8% of the variance in pain (NRIP) at time 5. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the fmal model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 24.4% variance in pain. In the final model, lower pain (NRIP) at 
time 5, was predicted by lower baseline pain (NRIP; 0.25*; 0.03), higher baseline IPQ 
Identity (-0.31*; 0.03) lower baseline self-efficacy for pain (0.30*: 0.04) and lower 
IPQ Identity, time 5 (0.47***; 0.08). 
oe 
GRSP 3 
The regression explained 50.8% of the variance in pain (GRSP) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 15.7% variance in pain. In the final model, lower pain (GRSP) 
at time 3, was predicted by lower baseline pain (GRSP; 0.3 3 0.06), lower baseline 
self-efficacy for pain (0.25*; 0.02), higher use of restraint coping as a coping strategy 
at baseline (-0.21*: 0.03), lower IPQ Identity at time 3 (0.46***; 0.06), perceiving the 
consequences of RA as less serious (EPQ Consequences) at time 3 (0.23*; 0.02) and 
less use of restraint coping as a coping strategy at time 3 (0.21 *; 0.03). 
GRSP 4 
The regression explained 39.2% of the variance in pain (GRSP) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 4) explained a 
significant additional 12.8% variance in pain. In the final model lower pain (GRSP) at 
time 4, was predicted by lower baseline pain (GRSP; 0.25*; 0.04), lower baseline self- 
efficacy for pain (0.30*; 0.04), lower IPQ Identity at time 4 (0.52***; 0.08), higher 
self-efficacy for pain at time 4 (-0.29*; 0.03) and less use of restraint coping as a 
coping strategy at time 4 (0.22*; 0.04). 
GRSP 5 
The regression explained 48.8% of the variance in pain (GRSP) at time S. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
-5 
significant additional 20.7% variance in pain. In the final model lower pain (GRSP) at 
time 5, was predicted by lower baseline pain (GRSP; 0.35***; 0.07), lower baseline 
self-efficacy for pain (0.21 *; 0.02) and lower IPQ Identity at time 5 (0.49* 0.08 
BVAS 3 
The regression explained 40.6% of the variance in pain (BVAS) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and copmig procedures (time 3) explained a 
significant additional 19.9% variance in pain. In the final model lower pain (BVAS) at 
time 3, was predicted by lower baseline pain (BVAS; 0.27***; 0.04), lower baseline 
self-efficacy for pain (0.25*; 0.02), less use of denial as a coping strategy at baseline 
(0.18*; 0.02), greater use of restraint coping as a coping strategy at baseline (-0.19*; 
0.02), lower IPQ Identity at time 3 (0.48***; 0.06), perceiving symptoms of RA as 
less puzzling/distressing QPQ Coherence) at time 3 (0.26*; 0.03) and greater self- 
efficacy for other arthritis symptoms at time 3 (-0.34*; 0.03). 
BVAS 4 
The regression explained 32.7% of the variance in pain (BVAS) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 3) explained a significant additional 
15.0% variance in pain. In the final model, lower pain (BVAS) at time 4, was 
predicted by lower baseline pain (BVAS; 0.26*; 0.04), lower baseline tender joint 
score (0.19*; 0.03), lower White Cell Count (0.20*; 0.03) and lower IPQ Identity at 
time 4 (0.50* * *; 0.07). 
BVAS 5 
The regression explained 35.9% of the variance in pain (BVAS) at time 5. When 
entered in model 5, baseline illness representations and coping procedures did not 
4 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 5) explained a significant additional 
11.7% variance in pain. In the final model lower pain ((BVAS) at time 5, was 
predicted by lower IPQ Identity at time 5 (0.35*; 0.04) 
Pain distress 3 
The regression explained 48.1% of the variance in pain distress at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 18.3% variance. In the final model lower pain distress (time 3), 
was predicted by lower baseline pain distress (0.30*; 0.03), lower baseline tenderjoint 
score (0.21*; 0.02), higher baseline POMS confusion/bewilderment (-0.27*; 0.02), 
lower baseline self-efficacy for pain (0.34**; 0.04), lower IPQ Identity time 3 
(0.46* *; 0.05) and less use of restraint coping as a coping strategy at time 3 (0.21 
0.02). 
Pain distress 4 
The regression explained 50.2% of the variance in pain distress at time 4. When 
entered in model 5, baseline illness representations and coping procedures explained a 
significant additional 7.8% variance. In model 5, lower pain distress (time 4), was 
predicted by lower baseline pain distress (0.29**; 0.05), lower baseline tender joint 
score (0.23*; 0.04), lower white cell count at baseline (0.20*; 0.04), greater baseline 
practice of stretching exercises (-0.28**; 0.03), and perceiving RA symptoms as less 
puzzling/distressing at baseline (0.22*; 0.03). When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
19.3% variance. In the final model lower pain distress (time 4), was predicted by 
lower baseline pain distress (0.21*; 0.02), lower baseline tender joint score (0.17*; 
0.02), lower baseline white cell count (0.18*; 0.03), gre'ater baseline practice of 
stretching exercises (-. 018*; 0.03), lower IPQ Identity at time 4 (0.48***; 0.08) and 
perceiving RA symptoms as less puzzling/distressing at time 4 (0.23*; 0.03). 
-5 
Pain distress 5 
The regression explained 48.0% of the variance in pain distress at time 5. When 
entered in model 5, baseline illness representations and coping procedures explained a 
significant additional 11.4% variance. In model 5, lower pain distress was predicted 
by lower baseline pain distress (0.3 1**; 0.05), perceiving the consequences of RA as 
more serious (-0.24*; 0.03), perceiving RA symptoms as less puzzling/distressing 
(0.32**; 0.06) and greater practice of stretching exercises at baseline (-0.26**; 0.05). 
When entered in model 6, illness representations and coping procedures (time 5) 
explained a significant additional 12.1% variance. In the final model lower pain 
distress (time 5), was predicted by lower baseline pain distress (0.3 1**; 0.04), greater 
practice of stretching exercises at baseline (-0.17*; 0.02), greater use of ignoring as a 
pain coping strategy at baseline (-0.20*; 0.02), and lower IPQ Identity at time 5 
(0.38**; 0.04). 
AIMS2 symptoms 3 
The regression explained 65.4% of the variance in pain (AIMS2 Symptoms) at time 3. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. When entered in model 6, 
illness representations and coping procedures (time 3) explained a significant 
additional 14.6% variance. In the final model lower pain (AIMS2 Symptoms) at time 
3, was predicted by lower baseline pain (AIMS2 Symptoms; 0.56***; 0.10), lower 
IPQ Identity at time 3 (0.48***; 0.04), higher self-efficacy for other arthritis 
symptoms at time 3 (-0.25*; 0.01) and greater use of reinterpretation as a pain coping 
strategy at time 3 (-0.25 ***; 0.03). 
AIMS2 symptoms 4 
The regression explained 51.8% of the variance in pain (AIMS2 Symptoms) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. However, in the final model 
they did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 4) explained a 
(V/ 
significant additional 14.9% variance. In the final model lower pain (AIMS2 
Symptoms) at time 4, was predicted by lower baseline pain (AIM$2 Symptoms; 
0.42***; 0.06), lower baseline self-efficacy for pain (0.27*; 0.02), lower IPQ Identity 
at time 4 (0.45 ***; 0.05) and higher self-efficacy for pain at time 4 (-0.2 8 *; 0.02). 
AIMS2 symptoms 5 
The regression explained 58.2% of the variance in pain (AIMS2 Symptoms) at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. However, in the final model 
they did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 24.5% variance. In the final model lower pain (AIMS2 
Symptoms) at time 5, was predicted by lower baseline pain (AIMS2 Symptoms; 
0.3 1**; 0.04), lower baseline self-efficacy for pain (0.32* *; 0.04), lower IPQ Identity 
time 5 (0.57***; 0.10) and higher self-efficacy for pain at time 5 (-0.41***; 0.10). 
/ 
Table V-1: Summary of multiple regression analyses predicting pain at time 3,4 and 5, 
IPQ Identity and Coherence included in analyses. 




R1% rP) a Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 6 
Time I Time 3/4/5 
NRIP T3 37.61/6 23% -3.7% (NS) 16.8% NREP TI Identity TI Identity T3 
(0.430**, 0.10) (-0.37*; 0.03) (0.53***; 0.08) 
Self-efficacy: Pain 
TI (0.28*; 0.03) 
NREPT4 38.3% 9.7% 9.9% -1.3% (NS) 20.0% 
NRIP TI Self-efficacy: Pain IPQ Identity T4 
(0.25*; 0.03) TI (0.26*; 0.02) (0.58***; 0.10) 
Self-efficacy: Pain 
T4 (-0.3$; 0.02) 
NRIP T5 40.8% 9.4% 5.2% 2.6% (NS) 24.4% 
NRIP TI Self-efficacy- Pain IPQ Identity TS 
(0.25*; 0.03) TI (0.30*; 0.04) (0.47***; 0.08) 
IPQ Identity TI 
(-0.3 1 *; 0.03) 
GRSP T3 50.8% 27.8% 3.5% 2.5% (NS) 15.7% 
Cope: restraint IPQ Identity T3 
GRSP TI coping (0.46***; 0.06) 
(0.33***; 0.06) (-0.21 *; 0.03) 
IPQ Consequences 




(0.21 *; 0.03) 
GRSP T4 39.2% 12.8% 9.1% -3.5% (NS) 12.8% 
GRSP TI Self-efficacy: Pain Self-efficacy: Pain 
(0.25*; 0.04) (0.30*; 0.04) T4 (-0.29*; 0.03) 
Cope: Restraint 
Coping T4 
(0.22*; 0. (M) 
IPQ Identity T4 
(0.52***; 0.08) 
GRSP T5 48.8% 15.2% 10.7% 3.0% (NS) ý 20.7% GRSP TI Self-efficacy: Pain IPQ Identity T5 
(0.35***; 0.07) (0.21 *; 0.02) (0.49***; 0.08) 
a 
Table KA (continued). 
INDEPENDENT VARIABLES &adj. W 
Dependent Adjusted 2 r V riable 111% ip a 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 
6 
Time I Time 3/4/5 
BVAS T3 40.6% 15.8% -1.1% (NS) 19.9% 
Cope: Denial IPQ Identity T3 
BVAS TI (0.18*; 0.02) (0.48***; 0.06) 
(0.27**; 0.04) 
Self-efficacy: Pain IPQ Coherence T3 
(0.25$; 0.02) (0.26*; 0.03) 
Cope: Restraint Self-efficacy: 
Coping Arthritis T3 
1 
(-0.190; 0.02) (-0.34*; 0.03) 
13VAS T4 32.7% 11.1% 11.0% . 1.6% (NS) 15.0% 
BVAS TI Ritchie IPQ Identity T4 
(0.26*; 0.04) (0.19*; 0.03) (0.5***; 0.07) 
WCC TI 
(0.20*; 0.03) 
]3VAS TS 35.91/o 14.1% 7.2% 3.4% (NS) 11.7% 
IPQ Identity TS 
(0.35*; 0.04) 
Pain 48.1% 24.7% 1.1% (NS) 18.3% 
I)istress T3 
Distress TI Ritchie TI POMS Self*Efficacy- Pain IPQ Identity T3 
(0.3*; 0.03) (0.21 *; 0.02) Confusion/Be TI (0.34**; 0.04) (0.46$*; 0.05) 
wilderment 
(-0.27*; 0.02) Cope: Restraint 
Coping (0.21 
0.02) 
pain 50.2% 16.9% 7.4% 7.8% 193% 
Distress T4 
Distress TI Ritchie TI Stretch TI 
Model 5 (0.29**; 0.05) (0.23*; 0.04) (-0.28**; 0.06) 
WCC TI IPQ Coherence T1 




.............. ................... .................... 
Model 6 Distress TI Ritchie TI Stretch TI IPQ Identity T4 
(0.21*; 0.02) (0.17*; 0.02) (-0.18*; 0.03) (0.48$**; 0.08) 
WCC TI IPQ Coherence T4 
(0.18*; 0.03) (0.23*; 0.03) 
Table A- 1 (conn uea). 
INDEPENDENT VARUBIES Aadj. Rý 
Dependent Adjusted 2) (p r 
Variable R2 % 
; v 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline DemogWhics Emotional 
condition Disease 6 
Time I Time 3/4/5 
pain 48. (YYo 16.3% 8.1% 11.4% 12.1% 
Mtriess, T5 
Distress TI IPQ Consequences 
Model 5 (0.31**; 0.05) TI (-0.24*; 0.03) 








.......... .............. ................. 
Distress TI 
................ .............. .................... 
Stretch TI 
.................... 
IPQ Identity TS 
(0.31**; 0.04) (-0.17*; 0.02) (0.38**; 0.04) 
Ignore TI 
(-0.20*; 0.02) 




T3 AIMS2 Reinterpretation T3 








ARAS2 51.8% 36.4% 4.0% 0.8% (NS) 14.9% 
symptoms 
T4 AIMS2 Self-Efficacy: Pain IPQ Identity T4 
Symptoms TI TI (0.27*; 0.02) (0.45***; 0.05) 
(0-42***; 0.06) 
Self-efficacy: Pain 
T4 (-0.280; 0.02) 
AIMS2 58.2% 21.1% 9.2% 0.4% (NS) 24.5% 
symptoms 
TS AIMS2 Self-Efficacy: Pain Self-efficacy. Pain 
Symptoms TI TI (0.32**; 0.04) T5 (-0.41 0.04) 
(0-3 1 0.04) 
IPQ Identity T5 
(0-57***; 0.10) 
* Z= p. *-, U. Uj, ' -. '2 V-U. ul, 
K. 2 Predicting pain at time 3,4 and 5 (excluding IPQ Identity and IPQ 
Coherence) 
The results of the multiple regression analyses predicting pain (excluding IPQ Identity 
from all analyses and IPQ Coherence from analyses where pain distress is the 
dependent variable) are presented in Table K. 2. 
NRIP 3 
The regression explained 29.0% of the variance in pain (NRIP) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 7.6% variance in pain. However, there were no specific 
predictors explaining unique variance. In the final model lower pain (NRIP) at time 3, 
was predicted by lower baseline pain (NRIP; 0.37***; 0.08) and lower baseline self- 
efficacy for pain (0.27*; 0.03) 
NRIP 4 
The regression explained 26.3% of the variance in pain (NMP) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
7.5% variance. In the final model, lower pain (NRIP) at time 4 was predicted by lower 
baseline tender joint score (0.20*; 0.03) and higher self-efficacy for pain at time 4 
. 033*; 0.03) 
NRIP 5 
The regression explained 31.7% of the variance in pain (NRIP) at time S. When 
entered in model 5, baseline illness representations and coping procedures did not 
/1 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 15.4% variance in pain. In the final model, lower pain (NRIP) at 
time 5 was predicted by perceiving the consequences of RA as more serious at 
baseline (IPQ Consequences; -0.24*; 0.03), lower baseline self-efficacy for pain 
(0.30*; 0.03), perceiving the consequences of RA as less serious at time 5 (IPQ 
Consequences; 0.28*; 0.04) and higher Self Efficacy for pain at time 5 (-0.46**; 
0.06). 
GRSP 3 
The regression explained 45.1% of the variance in pain (GRSP) at time 3. When 
entered in model 5, baseline illness representations and cop ing procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 10.2% variance in pain. In the final model, lower pain (GRSP) 
at time 3 was predicted by lower baseline pain (GRSP; 0.3 3***; 0.11), perceiving the 
consequences of RA as more serious at baseline (IPQ Consequences; -0.25*; 0.02), 
lower baseline self-efficacy for pain (0.25*; 0.02), greater use of restraint coping as a 
coping strategy at baseline (-0.24* *; 0.04), perceiving the consequences of RA as less 
serious at time 3 (IPQ Consequences; 0.29*; 0.03) and less use of restraint coping as a 
coping strategy at time 3 (0.19*; 0.02). 
GRSP 4 
The regression explained 28.6% of the variance in pain (GRSP) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
13 . 0% variance in pain. In the final model, lower pain (GRSP) at time 4 was predicted 
by lower baseline pain (GRSP; 0.25 *; 0.04), lower baseline tender joint score (0.21 *; 
/2 
0.03), higher self-efficacy for pain at time 4 (-0.35**; 0.05) and less use of restraint 
coping as a coping strategy at time 4 (0.23*; 0.04 
GRSP 5 
The regression explained 39.1% of the variance in pain (GRSP) at time 5. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 11.1% variance in pain. In the final model, lower pain (GRSP) 
at time 5 was predicted by lower baseline pain (GRSP; 0.3 1***; 0.06), perceiving the 
consequences of RA as more serious at baseline (IPQ Consequences; -0.35**; 0.04), 
perceiving symptoms of RA as less puzzling/distressing at time 5 (IPQ Coherence; 
0.21*; 0.02), greater self-efficacy for pain at time 5 (-0.29*; 0.03) and greater self- 
efficacy for function at time 5 (-0.3 5**; 0.02). 
BVAS 3 
The regression explained 34.0% of the variance in pain (BVAS) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 14.3% variance in pain. In the final model, lower pain (BVAS) 
at time 3 was predicted by lower baseline pain (BVAS; 0.3 1 0.05), lower baseline 
self-efficacy for pain (0.26*; 0.03), perceiving symptoms as less puzzling/distressing 
at time 3 (IPQ Coherence; 0.22*; 0.02) and greater self-efficacy for other arthritis 
symptoms at time 3 (-0.3 8 *; 0.04) 
BVAS 4 
The regression explained 24.9% of the variance in pain (BVAS) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
13 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
7.9% variance in pain. However, there were no specific significant predictors 
explaining unique variance. In the final model, lower pain (BVAS) at time 4 was 
predicted by lower baseline pain (BVAS; 0.25 *; 0.04) and lower baseline tender joint 
score (0.22*; 0.04). 
BVAS 5 
The regression explained 32.3% of the variance in pain (BVAS) at time 5. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. When entered in model 6, illness 
representations and coping procedures (time 5) explained a significant additional 
7.4% variance in pain. In the final model, lower pain (BVAS) at time 5 was predicted 
by perceiving the consequences of RA as less serious at time 5 (IPQ Consequences; 
0.25*; 0.03). 
Pain distress 3 
The regression explained 40.4% of the variance in pain distress at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 3) explained a 
significant additional 11.3 % variance. In the final model, lower pain distress (time 3) 
was predicted by lower baseline pain distress (0.32***; 0.05), lower baseline tender 
joint score (0.23*; 0.03), lower baseline self-efficacy for pain (0.33*; 0.04), lower 
baseline generalised self-efficacy (0.30*; 0.03), perceiving the consequences of RA as 
less serious at time 3 (IPQ Consequences; 0.28*; 0.03) and higher self-efficacy for 
other arthritis symptoms at time 3 (-0.34*; 0.03). 
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Pain distress 4 
The regression explained 34.5% of the variance in pain distress at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 4) explained a 
significant additional 8.1 % variance. In the final model, lower pain distress (time 4) 
was predicted by lower baseline pain distress (0.26 *; 0.03), lower baseline tender joint 
score (0.22*; 0.04), lower baseline white cell count (0.18*; 0.03), greater use of 
stretching exercises at baseline (-. 021 *; 0.04) and less use of increased behaviour as a 
pain coping strategy at time 4 (0.30*; 0.04). 
Pain distress 5 
The regression explained 37.5% of the variance in pain distress at time 5. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain a significant amount of additional variance. However, in the final model they 
did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 7.8 % variance. In the final model, lower pain distress (time 5) 
was predicted by lower baseline pain distress (0.28**; 0.04), perceiving the 
consequences of RA as more serious at baseline (IPQ Consequences; -0.29*; 0.03), 
lower baseline generalised self-efficacy (0.29**; 0.05), greater use of ignoring as a 
pain coping strategy at baseline (-0.20*; 0.02) and perceiving the consequences of RA 
as less serious at time 5 (IPQ Consequences; 0.23 *; 0.02). 
AIMS2 Symptoms 3 
The regression explained 56.9% of the variance in pain (AIMS2 Symptoms) at time 3. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. However, in the final model 
they did emerge as significant predictors explaining unique variance. When entered in 
1nodel 6, illness representations and coping procedures (time 3) explained a 
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significant additional 9.0% variance. In the final model, lower pain (AIMS2 
symptoms) at time 3 was predicted by lower baseline pain (AIMS2 Symptoms; 
0.61***; 0.20), perceiving the consequences of RA as more serious at baseline (IPQ 
Consequences; -0.23*; 0.02) and greater use of reinterpretation as a pain coping 
strategy at time 3 (-0.22*; 0.02) 
AIMS2 Symptoms 4 
The regression explained 41.0% of the variance in pain (AIMS2 Symptoms) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. When entered in model 6, 
illness representations and coping procedures (time 4) explained a significant 
additional 7.2% variance. In the final model, lower pain (AIMS2 symptoms) at time 4 
was predicted by lower baseline pain (AIMS2 Symptoms; 0.45***; 0.08) and higher 
self-efficacy for pain at time 4 (-0.3 3 *; 0.03) 
AIMS2 Symptoms 5 
The regression explained 45.9% of the variance in pain (AIMS2 Symptoms) at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain a significant amount of additional variance. However, in the final model 
they did emerge as significant predictors explaining unique variance. When entered in 
model 6, illness representations and coping procedures (time 5) explained a 
significant additional 12.4% variance. In the final model, lower pain (AIMS2 
symptoms) at time 5 was predicted by lower baseline pain (AIMS2 Symptoms; 
0.31**; 0.04), lower baseline tender joint score (0.17*; 0.02), perceiving the 
consequences of RA as more serious at baseline (IPQ Consequences; -0.27*; 0.03), 
lower baseline Self-Efficacy for pain (0.26*; 0.03) and greater self-efficacy for pain at 
time 5 (-0.5***; 0.07). 
Table K. 2: Summary of multiple regression analyses predicting pain at time 3,4 and 
5. (excluding IPQ Identity and IPQ Coherence). 
INDEPENDENT VARIABLES &adj. W 
Dependent Adjusted 
2 Variable R % 
V i ar ance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 6 
1 Time I Time 3/4/5 
NREF, T3 29.0% 23.0% -3.1% (NS) 7.6% NRIP TI Self-Efficacy: Pain 
(0.37***; 0.08) (0.27*; 0.03) 
NRip T4 26.3% 9.7% 9.9% -0.8% (NS) 7.5% Ritchie TI Self-efficacy: Pain 
(0.20*; 0.03) T4 (-0.33*; 0.03) 
NRIP T5 
; ý; 
T5 31.7% 9.4% 5.2% 2.5% (NS) 15.4% 
IPQ Consequences Self-efficacy: Pain 
TI (-0.24*; 0.03) T5 (-0.46**; 0.06) 
Self-Efficacy: Pain IPQ 
TI (0.30*; 0.03) Consequences T5 
(0.28*; 0.04) 
GRSP T3 45.1% 8.9% 3.5% 1.5% (NS) 10.2% 
GRSP TI IPQ Consequences IPQ (0.33***; 0.11) TI (-0.25*; 0.02) Consequences T3 
(0.29$; 0.03) 
Cope: Restraint 
Coping Ti Cope: Restraint 
(-0.24**; 0.04) Coping T3 
(0.190; 0.02) 
Self-Efficacy: Pain 
TI (0.25*; 0.02) 
Gp, SP T4 28.6% 12.8% 8.1% 4.6% (NS) 13.0% 
GRSP TI Ritchie TI Self-Efficacy: 





Gp, sP T5 39.1% 15.2% 10.7% 2.9% (NS) 




IPQ Coherence T5 
I- 
Table 2 (conti nued). 
INDEPENDENT VARIABLES Aadj. Rý 
Dependent Adjusted 
1 Variable % R 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 
6 
Time I Time 3/4/5 
BVAST3 34.0% 15.8% -2.1% 
(NS) , 14.3% 
BVAS TI Self-efficacy: IPQ Coherence T3 





BVAsT4 24.91/6 11.1% 11.0% -2.3% 
(NS) - 7.9% 
BVAS TI Ritchie TI 
(0.25*; 0.04) (0.22*; 0.04) 
13VA. S T5 32.3% 14.1% 7.2% 




pain I)iStress 40.4% 
24.7% OA% (NS) 113% 
T3 
Distress TI Ritchie TI Self-Efficacy. Pain Self-efficacy: 
(0.32**; 0.05) (0.23*; 0.03) TI (0.33*; 0.04) Arthritis T3 
(-0.340.0.03) 
GSE TI 




34.5% 16.9% 7A% 33% (NS) 
T4 
Distress TI Ritchie TI Stretching Exercises Increased 




pain I)istress pain )istres, 
37.5% 163% 8.1% 5.2% (NS) 7.8% 
Distress TI IPQ Consequences IPQ 







-r. hU IC-2 (continued). 
INDEPENDENT VARLULES, Aadj. Rý 
Dependent Adjusted 
1 rp) vafl&lc R % 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
AIMS2 56.9% 48.7% -6.1% (NS) 9.0% 
Symptorns 13 
AIMS2 EPQ Consequences Reinterpretation 
Symptoms TI TI (-0.23*; 0.02) T3 
(0.610**; 010) (-0.22*; 0.02) 
AUAS2 41.0% 36A% 4.0% -2.3% (NS) 71% 
Symptoms T4 
AMM Self-efficacy: Pain 
Symptoms TI T4 (-0.33*; 0.03) 
(0.45***; 0.08) 
AVAS2 45.91/6 21.2% 9.2% 0.2% (NS) 12.4% 
symptoms T5 
AIMS2 Ritchie TI Self-Efficacy: Pain Self-efficacy: Pain 
Symptoms TI (0.17*; 0.02) TI T5 (-O. S***; 0.07) 
(0.31**; 0.04) (0.26*; 0.03) 
IPQ Consequences 
TI (-0.27*; 0.03) 
1* --- p<0.05, **= p<0.0 1, ***= p<0.00 I 
K. 3 Predicting physical disability time 3,4 and 5 
The results of the multiple regression analyses predicting physical disability are 
presented in Table K-3. 
HAQ 3 
The regression explained 85.4% of the variance in disability (HAQ) at time 3. When 
entered in model 5, baseline illness representations and coping procedures explained a 
significant additional 2.1% variance. In model 5, lower disability (HAQ) at time 3 
was predicted by lower baseline disability (HAQ; 0.70***; 0.12) and higher baseline 
self-efficacy for function (-0.25***; 0.01). When entered in model 6, illness 
representations and coping procedures (time 3) explained a significant additional 
3.9% variance. In the final model, lower disability (HAQ) at time 3 was predicted by 
lower baseline disability (HAQ; 0.70***; 0.11), lower baseline white cell count 
(0.09*; 0.0 1), lower baseline self-efficacy for pain (0.17* *; 0.0 1), lower IPQ Identity 
at time 3 (0.22**; 0.01), perceiving the consequences of RA as less serious (IPQ 
Consequences) at time 3 (0.13*; 0.01) and greater self-efficacy for pain at time 3 
0.18*; 0.01). 
HAQ 4 
The regression explained 86.8% of the variance in disability (HAQ) at time 4. When 
entered in model 5, baseline illness representations and coping procedures explained a 
significant additional 5.7% variance. In model 5, lower disability (HAQ) at time 4 
was predicted by lower baseline disability (HAQ; 0.61***; 0.09), lower baseline 
white cell count (0.17**; 0.02), higher baseline emotional distress (AIMS2 Affect; - 
0.13*; 0.01), greater baseline self-efficacy for function (-0.27**; 0.02), greater 
baseline generalised self-efficacy (-0.18***; 0.02) and perceiving RA as more 
controllable/curable at baseline (-0.14**; 0.01). When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
5.0% variance. In the final model, lower disability (HAQ) at time 4 was predicted by 
lower baseline disability (HAQ; 0.54***; 0.05), lower baseline white cell count 
(0.13**; 0.01), higher baseline generalised self-efficacy -(-0.15**; 0.01), higher 
001 2 .F 
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baseline sclf-efficacy for function (, -0.18**; 0.00), lower IPQ Identity at time 4 
(0.18**; 0.01), greater self-efficacy for function at time 4 (-0.19**; 0.00) and higher 
frequency of walUng at time 4 (-0.18**; 0.01 
HAQ 5 
The regression explained 82.3% of the variance in disability (HAQ) at time 5. When 
entered in model 5, baseline illness representations and coping procedures explained a 
significant additional 2.4% variance. In model 5, lower disability (HAQ) at time 5 
was predicted by lower baseline disability (HAQ; 0.56***; 0.08), lower baseline 
white cell count (0.15**; 0.02), lower baseline disease activity (ESR; 0.17**; 0.02). 
shorter duration of RA (0.11*; 0.0 1) and greater baseline self-efficacy for function (- 
0.30**; 0.02). When entered in model 6, illness representations and coping 
procedures (time 5) explained a significant additional 6.5% variance. In the final 
model, lower disability (HAQ) at time 5 was predicted by lower baseline disability 
(HAQ; 0.44***; 0.04), lower baseline white cell count (0.10*; 0.01), greater baseline 
IPQ Identity (-0.21 * *; 0.0 1), lower IPQ Identity at time 5 (0.25 0.02) and greater 
self-efficacy for function at time 5 (-0.28*; 0.01). 
AIMS2 Physical 3 
The regression explained 83.9% of the variance in disability (AIMS2 Physical) at time 
3. When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 5.1% variance. In model 5, lower disability 
(AIMS2 Physical) at time 3 was predicted by being in the treatment group (-0.11*; 
0.01), lower baseline disability (AIMS2 Physical; 0.63***; 0.10), higher baseline 
emotional distress (AIMS2 Affect; -0.22**; 0.02), and higher baseline self-efficacy 
for function (-0.37**; 0.04). When entered in model 6, illness representations and 
coping procedures (time 3) explained a significant additional 1.9% variance. 
However, there were no specific significant predictors explaining unique variance. In 
the final model, lower disability (AIMS2 Physical) at time 3 was predicted by lower 
baseline disability (AIMS2 Physical; 0.61***; 0.09), higher baseline emotional 
distress (AIMS2 Affect; -0.21**; 0.02), higher baseline self-efficacy for function (- 
09/ 
0.28**; 0.01) and perceiving RA as more controllable/curable at baseline (-0.12*; 
0.01). 
AIMS2 Physical 4 
The regression explained 83.9% of the variance in disability (AIMS2 Physical) at time 
4. When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 7.5% variance. In model 5, lower disability 
(AIMS2 Physical) at time 4 was predicted by lower baseline disability (AIMS2 
Physical; 0.57***; 0.07), higher baseline pain NRIP (-0.23**; 0.01), higher baseline 
disease activity CRP (-0.13*; 0.01), perceiving RA symptoms as less 
puzzling/distressing at baseline (IPQ Coherence; 0.21*; 0.03), higher baseline self- 
efficacy for function (-0.26*; 0.02), higher baseline generalised self-efficacy (-0.16* *; 
0.01), greater use of seeking instrumental social support at baseline (-0.15**; 0.02) 
and less use of ignoring as a pain coping strategy at baseline (0.17**; 0.01). When 
entered in model 6, illness representations and coping procedures (time 4) explained a 
significant additional 4.2% variance. In the final model, lower disability (AIMS2 
Physical) at time 4 was predicted by lower baseline disability (AIMS2 Physical; 
0.53 ***; 0.06), higher baseline pain NRIP (-0.16*; 0.0 1), perceiving the symptoms of 
RA as less puzzling/distressing at baseline (IPQ Coherence; 0.16*; 0.01), greater 
baseline generalised self-efficacy (-0.16**; 0.01), greater use of seeking social 
support instrumental as a coping strategy at baseline (-0.13**; 0.01) and greater self- 
efficacy for function at time 4 (-0.21 *; 0.0 1). 
AIMS2 Physical 5 
The regression explained 78.1% of the variance in disability (AIMS2 Physical) at time 
5. When entered in model 5, baseline illness representations and coping procedures 
did not explain a significant amount of additional variance. When entered in model 6, 
illness representations and coping procedures (time 5) explained a significant 
additional 7.2% variance. In the fmal model, lower disability (AIMS2 Physical) at 
time 5 was predicted by lower baseline disability (AIMS2 Physical; 0.43***; 0.04), 
greater self-efficacy for pain at time 5 (-0-19*; 0.00) and greater self-efficacy for 
function at time 5 (-0.27*; 0.01). 
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Table IC. 3: Summary of multiple regression analyses predicting disability at time 3,4 
and 5. 
INDEPENDENT VARIABLES &adi. W 
Dependent Adjusted R2 r,, 2) Variable % Variance p 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
HAQ T3 95.4% 79.7% 2.1% 3.9% 
HAQ TI Self-efficacy: 
Model 5 (0.70***; 0.12) Function TI 
....... ............ .............. ................ ................ ................ 
(-0.25**; 0.01) 
................. ... ...... 
Model 6 HAQ TI WCC TI Self-efficacy: 
............... 
Self-efficacy: Pain 
(0.70***; 0.11) (0.09*; 0.01) Pain TI T3 (-0.18*; 0.01) 
(0.17**; 0.01) 





HAQ T4 86.8% 75.1% 5.7% 5.0% 
HAQTI WCC TI AIMS2 Affect Self-efficacy: 





...... ............ .............. ................ ................ ................ 
(-0.14**; 0.01) 
............... . . 




IPQ Identity T4 
(0.54***; 0.05) (0.13**; 0.01) Function TI (0.18**; 0.01) 
0.18"; 0.00) 
Self-efficacy: 
GSE' Function T4 
(-0.15**; 0.01) (-0.19* *; 0.00) 
Walk T4 
R. 18*0; 0.0 1) 
IIAQ T5 82.3% 70.8% 2.6% 2.4% 6.5% 
HAQTI WCC TI Self-efficacy: 
Model 5 
(0.560**; 0.08) (0.15**; 0.02) Function T5 





........ ............ .............. ................ 
(0.11*; 0.01) 
................ ..... .. ..... 
p, 4odel 6 HAQ TI WCC TI 
. ........ ................. 
IPQ Identity TI 
.................. 
IPQ Identity TS 





Tnble Y. 3 (continued). 




Variable % Variance p 
1 2 3 4 COGNUIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
AL\4S2 83.9% 76.4% 5.1% 1.9% 
ipbysical T3 
Study Group AIMS2 AIMS2 Affect Self-efficacy: 
Model 5 (-0.11*; 0.0 1) Physical TI TI Function TI 






................. ... ...... 
Model 6 AIMS2 AIMS2 Affect Self-efficacy: 
............... 
Physical TI TI Function TI 




AWS2 83.9% 71.3% 7.5% 4.2% 
physical T4 
AIMS2 NRIP TI GSE TI 
Mcidel 5 Physical TI (-0.23**; 0.01) (-0.16**; 0.01) 
(0.57***; 0.07) 
CRP TI Cope: Seeking 









........ ............ .............. ................ ................ ................ 
(-0.26*; 0.02) 
......... ..... 





Physical TI (-0.16*; 0.01) TI (0.16*; 0.01) Function T4 







AJN4S2 78.1% 66.7% 2.5% (NS) 71% 
physical T5 
AIMS2 Self-efricacy: Pain 





F-V-Vlg ... - , V. Vv I P'-k). Ujl ,, p 
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K. 4 Predicting emotional distress time 3,4 and 5 
The results of the multiple regression analyses predicting emotional distress are 
presented in Table KA 
HADS Depression 3 
The regression explained 49.5% of the variance in depression (HADS) at time 3. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 3) did not explain significant additional 
variance. However, they were found to be significant predictors explaining unique 
variance. Lower depression (HADS) at time 3 was predicted by lower baseline 
depression (EADS; 0.53***; 0.07) and higher self-efficacy for other arthritis 
symptoms at time 3 (-0.33*; 0.02). 
HADS Depression 4 
The regression explained 58.9% of the variance in depression (HADS) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
10.3% variance. In the final model, lower depression (HADS) at time 4 was predicted 
by lower baseline depression (HADS; 0.53***; 0.07), lower baseline tender joint 
score (0-23*; 0.02) and lower use of focusing on and venting emotions as a coping 
strategy at time 4 (0.22* *; 0.03). 
HADS Depression 5 
The regression explained 59.3% of the variance in depression (HADS) at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. However, in the fmal model they did 
emerge as significant predictors explaining unique variance. When entered in model 
027 
6, illness representations and coping procedures (time 5) explained a significant 
additional 3.9% variance. However, there were no specific significant predictors 
explaining unique variance. In the final model, lower depression (HADS) at time 5 
was predicted by lower baseline depression (HADS; 0.63***; 0.08) and less use of 
restraint coping as a coping strategy at baseline (0.15 *; 0.02) 
HADS Anxiety 3 
The regression explained 72.6% of the variance in anxiety (HADS) at time 3. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain significant additional variance. However, in the final model they did emerge 
as significant predictors explaining unique variance. When entered in model 6, illness 
representations and coping procedures (time 3) explained a significant additional 
16.6% variance. In the final model, lower anxiety (HADS) at time 3 was predicted by 
lower baseline anxiety (HADS; 0.57***; 0.10), lower baseline self-efficacy for other 
arthritis symptoms (0.25*; 0.02), lower IPQ Identity at time 3 (0.30**; 0.02), greater 
self-efficacy for other arthritis symptoms at time 3 (-0.28**; 0.02) and less use of 
focusing on and venting emotions as a coping strategy at time 3 (0.17*; 0.02). 
HADS Anxiety 4 
The regression explained 64.0% of the variance in anxiety (HADS) at time 4. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain significant additional variance. However, in the final model they did emerge 
as significant predictors explaining unique variance. When entered in model 6, illness 
representations and coping procedures (time 4) explained a significant additional 
9.3% variance. In the final model, lower anxiety (HADS) at time 4 was predicted by 
lower baseline anxiety (HADS; 0.63***; 0.12), lower baseline tender joint score 
(0.15*; 0.01), higher baseline pain (AIMS2 Symptoms; -0.2ý*; 0.01), less' use of 
diverting attention as a pain coping strategy at baseline (0.15*; 0.02), greater use of 
focusing on and venting emotions as a coping strategy at baseline (-0.21*; 0.02), 
greater use of denial as a coping strategy at baseline (-0.17*; 0.02), lower IPQ Identity 
at time 4 (0.29*; 0.02), less use of focusing on and venting emotions as a coping 
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strategy at time 4 (0.26***; 0.04), less use of denial as a coping strategy at time 4 
(0.17*; 0.02). 
HADS Anxiety 5 
The regression explained 52.4% of the variance in anxiety (HADS) at time S. When 
entered in model 5, baseline illness representations and coping procedures did not 
explain significant additional variance. However, in the final model they did emerge 
as significant predictors explaining unique variance. When entered in model 6, illness 
representations and coping procedures (time 5) explained a significant additional 
7.2% variance. In the final model, lower anxiety (HADS) at time 5 was predicted by 
lower baseline anxiety (HADS; 0.63***; 0.14), greater use of denial as a coping 
strategy at baseline (-0.18 *; 0.02) and lower IPQ Identity at time 5 (0.34* *; 0.04). 
AIMS2 Affect 3 
The regression explained 58.4% of the variance in emotional distress (AIMS2 Affect) 
at time 3. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 3) explained a significant 
additional 14.5% variance. In the final model, lower emotional distress (AIMS2 
Affect) at time 3 was predicted by lower baseline emotional distress (AIMS2 Affect; 
0.31**; 0.03) and higher self-efficacy for other arthritis symptoms at time 3 
0.55***; 0.07). 
AIMS2 Affect 4 
The regression explained 51.5% of the variance in emotional distress (AIMS2 Affect) 
at time 4. When entered in model 5, baseline illness representations and coping 
procedures explained a significant additional 4.5% variance. In model 5, lower 
emotional distress (AIMS2 Affect) at time 4 was predicted by lower baseline 
emotional distress (AIMS2 Affect; 0.47***; 0.10); lower baseline haernoglobin 
(0.17*; 0.02) and higher baseline self-efficacy for pain (-0.23*; 0.03). When entered 
in model 6, illness representations and coping procedures (time 4) did not explain 
significant additional variance. In the final model lower emotional distress (AIMS2 
Affect) at time 4 was predicted by lower baseline emotional distress (AIMS2 Affect; 
0.49 * *; 0.10) and higher baseline self-efficacy for pain (-0.23 *; 0.03). 
AIMS2 Affect 5 
The regression explained 51.3% of the variance in emotional distress (AIMS2 Affect) 
at, time 5. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 5) explained a significant 
additional 17.3% variance. In the final model, lower emotional distress (AIMS2 
Affect) at time 5 was predicted by being in the control group (0.19*; 0.02), lower 
baseline emotional distress (AIMS2 Affect; 0.35**; 0.03), higher self-efficacy for 
other arthritis symptoms at time 5 (-0.31*; 0.02) and less use of focusing on and 
venting emotions as a coping strategy at time 5 (0.29 * *; 0.04). 
Table KA Summary of multiple regression analyses predicting emotional distress at 
time 3,4 and 5. 




Variable R % p 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
HADS 49.5% 43.8% -5.4% (NS) 4.8% (NS) 
Depression T3 
HADS Self-Efficacy. 
Depression TI Arthritis T3 
(0.53***; 0.07) (-0.33*; 0.02) 
HADS 58.9% 47.5% -0.1% (NS) 10.3% 
Depression T4 
HADS Ritchie TI Cope: Focus/vent 
Depression TI (0.23*; 0.02) emotions 
(0.53***; 0.07) (0.22**; 0.03) 
HADS 59.3% 53.4% -0.4% (NS) 3.9% 
Depression T5 
HADS Cope: Restraint 
Depression TI Coping 
(0.63***; 0.08) (0.15*; 0.02) 
HADS Anxiety 72.6% 54.1% -2.1% (NS) 16.6% 
T3 
HADS Anxiety Self-Efficacy Self-efficacy 
TI Arthritis TI Arthritis T3 




IPQ Identity T3 
(0.30**; 0.02) 
HADS Anxiety 64.0% 48.6% 4.0% (NS) 9.3% 
T4 
HADS Anxiety Ritchie TI Divert TI IPQ Identity T4 
TI (0.15*; 0.01) (0.15*; 0.02) (0.29*; 0.02) 
(0.63***; 0.12) 
AIMS2 Cope: Cope: Focus/vent 
Symptoms TI Focusing/Vent emotions 
(-0.23*; 0.01) emotions (0.26***; 0.04) 
(-0.21 *; 0.02) 
Cope: Denial 
Cope: Denial (0.17*; 0.02) 
(-0.17*; 0.02) 
HADS Anxiety 52.4% 45.0% 0.3% (NS) 7.2% 
T5 
HADS Anxiety Cope: Denial IPQ Identity TS 
TI (0.63***; (-0.18*; 0.02) (0.34 $ $; 0.04) 
I 1 1 
0.14) 1 
Z-1 
Table KA (continued). 
INDEPENDENT VARIABLES Aadj. W 
Dependent Adjusted 
r l) Variable R2 % p 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
AIMS2 Affect 58.4% 40.5% 0.6% (NS) 14.5% 
T3 
AIMS2 Affect Self-Efficacy: 
TI Arthritis T3 
(0.31**; 0.03) (-0.55***; 0.07) 
AIMS2 Affect 51.5% 44.8% 4.5% 0.7% (NS) 
T4 
AIMS2 Affect 1-113 Sclf-Efficacy- 
Model 5 TI (0.17*; 0: 02) Pain TI 
................ ........... .............. 
(0.47***; 0.10) 
................ ................. .............. 
(-0.23*; 0.03) 
......... . 




T1 Pain TI 
(0.49***; 0.10) (-0.23*; 0.03) 
HADS 49.5% 43.8% -5.4% (NS) 4.8% (NS) Depression T3 
HADS Self-Efficacy: 
Depression TI Arthritis T3 
1 
(0.53***; 0.07) (-0.33*; 0.02) 
AIMS2 Affect 51.3% 36.9% -5.4% (NS) 17.3% T5 
Study Group AIMS2 Affect Self-efficacy: 
(0.19*; 0.02) TI Arthritis T5 






., =- = U39 p U. u 1, P<U. uu I 
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K. 5 Predicting socialloccupationalfunction at time 3,4 and 5 
The results of the multiple regression analyses predicting social and occupational 
function are presented in Table K. 5. 
AIN4S2 Social 3 
The regression explained 63.2% of the variance in social function (AIMS2 Social) at 
time 3. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. However, in the final 
model they did emerge as significant predictors explaining unique variance. When 
entered in model 6, illness representations and coping procedures (time 3) explained a 
significant additional 6.1% variance. In the final model, greater social function 
(AIMS2 Social) at time 3 was predicted by greater baseline social function (AIMS2 
Social; 0.63***; 0.22), lower baseline self-efficacy for other arthritis symptoms 
(0.25*; 0.02), greater self-efficacy for other arthritis symptoms at time 3 (-0.29*; 
0.02) and greater use of increased behaviour as a coping strategy at time 3 (-0.32*; 
0.02). 
AIMS2 Social 4 
The regression explained 45.6% of the'variance in social function (AIMS2 Social) at 
time 4. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures did not explain significant additional 
variance. In the final model, greater social function (AIMS2 Social) at time 4 was 
predicted by greater baseline social function (AIMS2 Social; 0.50* 0.13) and lower 
baseline pain (AIMS2 symptoms; 0.3 1 *; 0.02). 
AIMS2 Social 5 
The regression explained 59.8% of the variance in social function (AIMS2 Social) at 
time 5. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
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illness representations and coping procedures (time 5) explained a significant 
additional 11.0% variance. In the final model, greater social function (AIMS2 Social) 
at time 5 was predicted by greater baseline social function (AIMS2 Social; 0.50***; 
0.12), being older (-0.17*; 0.02), greater use of increased behaviour as a coping 
strategy at time 5 (-0.29*; 0.02) and greater use of seeking emotional social support as 
a coping strategy at time 5 (-0.34* 0.06). 
AIMS2 Role 3 
The regression explained 48.1% of the variance in occupational function (AIMS2 
Role) at time 3. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 3) explained a significant 
additional 5.7% variance. In the final model, greater occupational function (AIMS2 
Role) at time 3 was predicted by greater baseline occupational function (AIMS2 Role; 
0.63***; 0.29), greater use of seeking instrumental social support as a coping strategy 
at time 3 (-0.23*; 0.03) and perceiving the consequences of RA as less serious (IPQ 
Consequences) at time 3 (0.26*; 0.03). 
AIMS2 Role 4 
The regression explained 33.1% of the variance in occupational function (AIMS2 
Role) at time 4. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 4) did not explain significant 
additional variance. In the final model, greater occupational function (AIMS2 Role) at 
time 4 was predicted by greater baseline occupational function (AIMS2 Role; 
0.50***; 0.21). 
AIMS2 Role 5 
The regression explained 44.8% of the variance in occupational function (AIMS2 
Role) at time 5. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
2.2, 
illness representations and coping procedures (time 5) did not explain significant 
additional variance. In the final model, greater occupational function (AIMS2 Role) 
at time 5 was predicted by greater baseline occupational function (AIMS2 Role; 
0.61 ***; 0.19) and lower duration of arthritis in years (0.20*; 0.03). 
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Table Y. 5: Summary of multiple regression analyses predicting social and occupational 
function at time 3,4 and 5. 
INDEPENDENT VARIABLES A&dJ. W 
Dependent Adjusted (0; 
Variable R 2% 
Variance 1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographic Emotional 
condition s Disease 5 6 
Time I Time 3/4/5 
AIMS2 63.2% 52.9% 0.7% (NS) 6.1% 
Social T3 
AIMS2 Social Self-Efficacy: Self-efficacy. 
TI Arthritis TI Arthritis T3 




AIMS2 45.6% 36.9% -1.1% (NS) 5.7% (NS) 
Social T4 
AIMS2 Social AIMS2 
TI Symptoms TI 
(0.50***; 0.13) (0.31*; 0.02) 
AIMS2 59.8% 45.3% -1.9% (NS) 11.0% 
Social T5. 
AIMS2 Social Age Increased 
TI (-0.17*: 0.02) Behaviour T5 





AIMS2 48.1% 42.7% -0.5% (NS) 5.7% 
Role T3 
AIMS2 Role TI Cope: Seeking 






AIMS2 33.1% 26.8% -0.9% (NS) 1.3% (NS) 
p, ole T4 
AIMS2 Role TI 
(0.50***; 0.21) 
AIMS2 44.8% 35.5% -1.0% (NS) 3.3% (NS) 
Role T5' 
AIMS2 Role TI Duration of 
(0.61***; 0.19) RA in Years 
(0.20*; 0.03) 
iv - p<0.05, **= p<0.0 1, ***= p<0.00 I 
3', 
0 K. 6 Predicting individualized quality of life at time 3,4 and 5 
The results of the multiple regression analyses predicting individualized quality of life 
are presented in Table K. 6. 
PGI 3 
The regression explained 51.4% of the variance in individualised quality of life (PGI) 
at time 3. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. However, in the final 
model they did emerge as significant predictors explaining unique variance. When 
entered in model 6, illness representations and coping procedures (time 3) explained a 
significant additional 12.4% variance. In the final model, better individualised quality 
of life (PGI) at time 3 was predicted by better baseline individualized quality of life 
(PGI; 0.27*; 0.02), greater baseline IPQ Identity (0.32*; 0.02), less use of restraint 
coping as a coping strategy at baseline (-0.22**; 0.03), lower IPQ Identity at time 3 
0.45**; 0.05), greater generalised self-efficacy at time 3 (0.26*; 0.02) and greater use 
of ignoring pain as a pain coping strategy at time 3 (0.34*; 0.03). 
PGI 4 
The regression explained 43.8% of the variance in individualised quality of life (PGI) 
at time 4. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. However, in the final 
model they did emerge as significant predictors explaining unique variance. When 
entered in model 6, illness representations and coping procedures (time 4) explained a 
significant additional 7.5% variance. In the final model, better individualised quality 
of life (PGI) at time 4 was predicted by better baseline individualized quality of life 
(PGI; 0.32*; 0.04), less use of restraint coping as a coping strategy at baseline (-0.21 *: 
0.02), greater use of focusing on and venting emotions as a coping strategy at baseline 
(0.24*; 0.02), lower IPQ Identity at time 4 (-0.29*; 0.02), and perceiving RA as less 
chronic (IPQ timeline) at time 4 (-0.30**; 0.04). 
ýr 
PGI 5 
The regression explained 44.0% of the variance in individualised quality of life (PGI) 
at time S. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 5) explained a significant 
additional 13.3% variance. In the final model, better individualised quality of life 
(PGI) at time 5 was predicted by better baseline individualized quality of life (PGI; 
0.41***; 0.06) and perceiving the consequences of RA as less serious (IPQ 
Consequences) at time 5 (-0.27*; 0.02). 
2411, 
Table V. 6: Summary of multiple regression analyses predicting individualized 
quality of life at time 3,4 and 5. 
INDEPENDENT VARIABLES A&dJ. W 
Dependent Adjusted 
Variable R'% 
Variance 1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 6 
Time I Time 3/4/5 
PGI T3 51.4% 33.6% 4.1% (NS) 12.4% 
PGI TI Cope: Restraint IPQ Identity T3 
(0.27*; 0.02) Coping (-0.45**; 0.05) 
(-0.22**; 0.03) 
Ignore T3 




POI T4 43.8% 23.8% 2.7% (NS) 7.5% 
POI TI Cope: Restraint IPQ Identity T4 




Focusing(Vent (-0.30**; 0.04) 
Emotions 
(0.24*; 0.02) 
PGI TS 44.01/6 27.3% 1.4% (NS) 13.3% 
PGI TI IPQ 
(0.41***; 0.06) Consequences 
T5 
(-0.27*; 0.02) 
*= P<0.05, **= P<0.0 1, *** = P<0.001 
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K. 7 Predicting disease activity at time 3,4 and 5 
The results of the multiple regression analyses predicting disease activity are 
presented in Table K. 7. 
CRP 3 
The regression explained 51.7% of the variance in disease activity (CRP) at time 3. 
When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 17.8% variance. No illness representation or coping 
procedure variables (time 3) were entered in the regression. In model 5, the final 
model, lower disease activity (CRP) at time 3 was predicted by lower baseline disease 
activity (CRP; 0.58***; 0.25), higher self-efficacy for function at baseline (-0.31**; 
0.03) and less practice of relaxation at baseline (0.39* * *; 0.14). 
CRP 4 
The regression explained 42.8% of the variance in disease activity (CRP) at time 4. 
When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 9.2% variance. In model 5, lower disease activity 
(CRP) at time 4 was predicted by lower baseline disease activity (CRP; 0.40***; 
0.13), higher baseline anxiety (HADS; -0.28***; 0.06), less practice of relaxation at 
baseline (0.24***; 0.05) and less use of seeking instrumental social support at 
baseline (0.17**; 0.02). When entered in model 6, illness representations and coping 
procedures (time 4) did not explain significant additional variance. In the final model, 
lower disease activity (CRP) at time 4 was predicted by lower baseline disease 
activity (CRP; 0.39***; 0.11), higher baseline anxiety (HADS; -0.28***; 0.06), 
higher self-efficacy for function at baseline (-0.33*; 0.03), less practice of relaxation 
at baseline (0.24*; 0.04) and less use of seeking instrumental social support as a 
coping strategy at baseline (0.20*; 0.03). 
3ý- 
CRP 5 
The regression explained 14.7% of the variance in disease activity (CRP) at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 5) did not explain significant additional 
variance. In the final model, lower disease activity (CRP) at(time 5 was predicted by 
lower baseline disease activity (CRP; 0.32* * *; 0.09). 
Ritchie Index 3 
The regression explained 71.7% of the variance in tenderjoint score (Ritchie Index) at 
time 3. When entered in model 5, baseline illness representations and coping 
procedures explained a significant additional 3.0% variance. No illness representation 
or coping procedure variables (time 3) were entered in the regression. In model 5, the 
final model, lower tender joint score (Ritchie Index) at time 3 was predicted by lower 
baseline tender joint score (Ritchie Index; 0.78* * *; 0.43), perceiving RA to be less 
chronic at baseline (IPQ timeline; 0.12*; 0.01), less practice of relaxation at baseline 
(0.13 *; 0.0 1). 
Ritchie Index 4 
Ile regression explained 59.7% of the variance in tender joint score (Ritchie Index) at 
time 4. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. However, in the final 
model they did emerge as significant predictors explaining unique variance. No 
illness representation or coping procedure variables (time 4) were entered in the 
regression. In the final model, lower tender joint score (Ritchie Index) at time 4 was 
predicted by lower baseline tender joint score (Ritchie Index; 0.67***; 0.37) and 
higher self-efficacy for function at baseline (-0.28*; 0.02) 
1 
Ritchie Index 5 
The regression explained 54.1% of the variance in tenderjoint score (Ritchie Index) at 
time 5. No baseline or time 5 illness representation or coping procedure variables 
were entered into the regression. In the final model, lower tender joint score (Ritchie 
Index) at time 5 was predicted by lower baseline tender joint score (Ritchie index; 
0.63 ***; 0.74) and greater baseline depression (HADS; -0.21 *; 0.02). 
EMS 3 
The regression explained 50.4% of the variance in early morning stiffness (EMS) at 
time 3. When entered in model 5, baseline illness representations and coping 
procedures did not explain significant additional variance. When entered in model 6, 
illness representations and coping procedures (time 3) did not explain significant 
additional variance. In the final model, shorter duration of early morning stiffness 
(EMS) at time 3 was predicted by shorter duration of early morning stiffness (EMS) at 
baseline (0.65 ***; 0.3 0). 
EMS 4 
The regression explained 34.7% of the variance in early morning stiffness (EMS) at 
time 4. When entered in model 5, baseline illness representations and coping 
procedures explained a significant additional 3.7% variance. In model 5, shorter 
duration of early morning stifffiess (EMS) at time 4 was predicted by shorter duration 
of early morning stiffness (EMS) at baseline (0.36**; 0.11), fewer years of formal 
education (0.26**; 0.06), lower baseline tender joint score (Ritchie Index; 0.19*; 
0.03), less practice of stretching exercises at baseline (0.24**; 0.05). When entered in 
model 6, illness representations and coping procedures (time 4) explained a 
significant additional 4.7% variance. In the final model, shorter duration of early 
morning stifffiess (EMS) at time 4 was predicted by shorter duration of early morning 
stifffiess (EMS) at baseline (0.32***; 0.09), fewer years of education (0.26**; 0.07), 
less practice of stretching exercises at baseline (0.28***; 0.07) and perceiving the 
consequences of RA as less serious (IPQ Consequences) at time 4 (0.24*; 0.03). 
A-1 
EMS 5 
The regression explained 31.3% of the variance in early morning stiffness (EMS) at 
time 5. When entered in model 5, baseline illness representations and coping 
procedures explained a significant additional 6.5% variance. In model 5, shorter 
duration of early morning stiffness (EMS) at time 5 was predicted by shorter duration 
of early morning stiffness (EMS) at baseline (0.3 0* *; 0.08) and fewer years of formal 
education (0.26**; 0.06). When entered in model 6, illness representations and 
coping procedures (time 5) explained a significant additional 7.3% variance. In the 
final model, shorter duration of early morning stiffness (EMS) at time 5 was predicted 
by shorter duration of early morning stiffness (EMS) at baseline (0.35***; 0.12), 
fewer years of education (0.20**; 0.03) and perceiving the consequences of RA as 
less serious (lPQ Consequences) at time 5 (0.30*; 0.04). 
ESR 4 
The regression explained 59.4% of the variance in disease activity (ESR) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) did not explain significant additional 
variance. In the final model, lower disease activity (ESR) at time 4 was predicted by 
being in the treatment group (-0.14*; 0.02) and lower baseline disease activity (ESR; 
0.74***; 0.04). 
ESR 5 
The regression explained 61.1% of the variance in disease activity (ESR) at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. No illness representation or coping 
procedure variables (time 5) were entered in the regression. In the final model, lower 
disease activity (ESR) at time 5 was predicted by lower baseline disease activity 
(ESP, 0.76***; 0.51). 
*1 
HB 4 
Ile regression explained 75.2% of the variance in haernoglobin (HB) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explain significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 4) did not explain significant additional 
variance. In the final model, higher haemoglobin (Hb) at time 4 was predicted by 
higher baseline haernoglobin (Hb; 0.85 ***; 0.60). 
HB 5 
The regression explained 67.1% of the variance in haemoglobin (HB) at time 5. 
When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 3.0% variance. In model 5, higher haemoglobin 
(Hb) at time 5 was predicted by higher baseline haemoglobin (Hb; 0.80***; 0.59), 
higher baseline generalised self-efficacy (0.16**; 0.02) less use of restraint coping as 
a coping strategy at baseline (-0.14*; 0.02). When entered in model 6, illness 
representations and coping procedures (time 5) did not explain significant additional 
variance. In the final model, higher haemoglobin (Hb) at time 5 was predicted by 
higher baseline haemoglobin (Hb; 0.76 ***; 0.49), perceiving the consequences of RA 
as more serious (IPQ Consequences) at baseline (0.17 * *; 0.02). 
WCC 4 
The regression explained 74.4% of the variance in white cell count (WCC) at time 4. 
When entered in model 5, baseline illness representations and coping procedures did 
not explained significant additional variance. However, in the final model they did 
emerge as significant predictors explaining unique variance. When entered in model 
6, illness representations and coping procedures (time 4) explained a significant 
additional 2.6% variance. In the final model, lower white cell count (WCC) at time 4 
was predicted by lower baseline white cell count (WCC; 0.73***; 0.42), lower 
baseline self-efficacy for pain (0.21**; 0.02) and perceiving RA to be less chronic 
(TPQ Timeline) at time 4 (0.15*; 0.01). 
ýa 
wcc 5 
The regression explained 61.4% of the variance in white cell count (WCQ at time 5. 
When entered in model 5, baseline illness representations and coping procedures did 
not explained significant additional variance. When entered in model 6, illness 
representations and coping procedures (time 5) did not explained significant 
additional variance. In the final model, lower white cell count (WCC) at time 5 was 
predicted by lower baseline white cell count (WCC; 0.70***; 0.41). 
Platelets 4 
The regression explained 81.8% of the variance in platelets at time 4. When entered 
in model 5, baseline illness representations and coping procedures did not explain 
significant additional variance. When entered in model 6, illness representations and 
coping procedures (time 4) did not explain significant additional variance. In the final 
model, lower platelets at time 4 was predicted by lower baseline platelets (0.84***; 
0.47). 
Platclets 5 
The regression explained 71.8% of the variance in platelets at time 5. When entered 
in model 5, baseline illness representations and coping procedures did not explain 
significant additional variance. However, in the final model they did emerge as 
significant predictors explaining unique variance. When entered in model 6, illness 
representations and coping procedures (time 5) did not explained significant 
additional variance. However, in the final model they did emerge as significant 
predictors explaining unique variance. In the final model, lower platelets at time 5 
was predicted by lower baseline platelets (0.78***; 0.43), less use of positive 
interpretation/growth as a coping strategy at baseline (0.12*; 0.01) and greater 
frequency of walking at time 5 (-0.16*; 0.01). 
*-S 
Table F. 7: Summary of multiple regression analyses predicting disease activity at time 3, 
4 and 5. 




R1% (p; rp2) 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographic Emotional 
conditim a Disease 5 6 
Time I Time 3/415 
L-" T3 51.7% 3LI% CRP 17.9% 
TI Self-efficacy- 




CR. P T4 42.8% 22.1% 7.1% 9.2% 1.4% (NS) 
CRP TI HADS Anxiety Relax TI 





(0.17* *; 0.02) 
Model 6 















CRP T5 14.7% 11.3% 2.3% (NS) 1.1% (NS) 
CRP TI 
(0.32***; 0.09) 
Ritchie 73 71.7% 66.4% 3.0% 
Ritchie TI IPQ Timeline 
Model 5 (0.79***; 0.43) (0.12*; 0.01) 
Relax TI 
(0.13% 0.01) 
Ritchie T4 59.7 % n7% 1.5% (NS) 
Ritchie TI Self-Efficacy- 
Model 5 (0.69***; 0.37) Function T1 
(-0.28*; 0.02) 
Ritchie T5 54.1% 49.6% Hospital 
Ritchie TI Depression 
(0.63$**; 0.74) 0.2 1 *; 0.02) 
4 
Table M (continued). 





2 (ffi; r4 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographic Emotional 
condition s Disease 6 
Time I Time 3/4/5 
EMS T3 50.4% 49. S% 1.0% (NS) 0.1% (NS) 
EMS 
(0.65*0*; 030) 
EMS T4 34.7% IL7% 7.1% 3.7% 4.7% 
Model 5 EMS TI years Stretch TI 
(0-360*0; 0.11) Education (0.24**; 0.05) 
(0.260*; 0.06) 
Ritchie TI 
............ ..... .. . ................ 
(0.190; 0.03) 
............... ................ ................ ................ 
Model 6 
...... .......... . 
EMS TI Years Stretch TI IPQ 
(0.320*0; 0.09) Education (0.28***; 0.07) Consequences 
(0.26**; 0.07) T4 (0.24*; 0.03) 
EMS TS 31.3% 13.1% 6.5% 7.3% 
Model 5 EMS TI Years of 








................ ................ ................ 
IPQ 
(0.35***; 0.12) Education Consequences 
(0.20*; 0.03) T5 (0.30*; 0.04) 
ESR T4 59.4% Study Group S7.6% -0.8% (NS) -0.6% (NS) (-0.14*; 0.02) 
ESR 
(0.74***; 0.44) 
ESRT5 61.1% 61.2% 0.4% (NS) 
Model 5 ESR 
(0.76***; 0.51) 
ý3 e01, 
Table K7 (continued). 




% Variable % R 
Variance 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Dernographic Emotional 
condition s Disease 
6 
Time I Time 3/4/5 
HB T4 75.20/9 76.0% -0.5% (NS) -0.1% (NS) 
HB 
(0.85***; 0.60) 
HB TS 67.1% 62.9% 3.0% 1.5% (NS) 
Model 5 HB TI GSE TI 
(0.800**; 0.59) (0.16**; 0.02) 
Cope: Restraint 
Coping TI 








(0.76***; 0.49) Consequences 
TI (0.17*; 0.02) 
WCC T4 74.4% 61.8% 3.8% 1.7% (NS) 2.6% 
WCCT1 Self-Efficacy. IPQ Timeline 
(0.730**; 0.42) Pain TI T4 (0.15% 0.01) 
(0.21 * *; 0.02) 
WCC TS 61.4% 59.1% 1.9% (NS) -0.3% (NS) 
WCCTI 
(0.70*$*; 0.41) 
Platelets 81.8% 82.2% 0.0% (NS) -0.1% (NS) T4 
Platelets TI 
(0.940**; 0.47) 
Platelets 7 1. r/o 67.9% 0.8% (NS) 2.3% (NS) 
TS 
Platelets TI Cope: Positive Walk T5 
(0.78*$*; 0.43) InterpretationIG (-0.16*; 0.01) 
rowth TI 
(0.12*; 0.01) 
-- P--U. U. ), --= p<ji. u 1, wq*= P<U. L)U I 
4' 
K. 8 Predicting health-care utilization at time 3,4 and 5 
The results of the multiple regression analyses predicting health-care utilization are 
presented in Table K. 8. 
Doctor Visits 3 
The regression explained 31.5% of the variance in frequency of doctor visits at time 3. 
When entered in model 5, baseline illness representations and coping procedures did 
not explained significant additional variance. However, in the final model they did 
emerge as significant predictors explaining unique variance. When entered in model 
6, illness representations and coping procedures (time 3) did not explain significant 
additional variance. In the final model, lower frequency of doctor visits at time 3 was 
predicted by lower baseline frequency of doctor visits (0.22**; 0.04), lower baseline 
platelets (0.25*; 0.03) and less use of seeking instrumental social support as a coping 
strategy at baseline (0.22*; 0.04) 
Doctor Visits 4 
The regression explained 22.8% of the variance in frequency of doctor visits at time 4. 
When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 10.9% variance. No illness representation or coping 
procedure variables (time 4) were entered in the regression. In model 5, the final 
model, lower frequency of doctor visits at time 4 was predicted by greater use of 
restraint coping as a coping strategy at baseline (-0.3 1***; 0.0 8). 
Doctor Visits 5 
The regression explained 17.6% of the variance in frequency of doctor visits at time S. 
When entered in model 5, baseline illness representations and coping procedures 
explained a significant additional 5.5% variance. In model 5, a lower frequency of 
doctor visits at time 5 was predicted by a lower baseline frequency of doctor visits 
(0.20*; 0.03), lower baseline white cell count (0.19*; 0.03) and lower use of positive 
interpretation/growth as a coping strategy at baseline (0.23*; 0.04). When entered in 
model 6, illness representations and coping procedures (time 5) did not explain 
significant additional variance. In the final model, lower frequency of doctor visits (at 
time 5 was predicted by lower baseline frequency of doctor visits (0.23*; 0.04), less 
use of positive interpretation/growth as a coping strategy at baseline (0.23*; 0.04). 
4ýt 
Table K8: Summary of multiple regression analyses predicting health care 
utilization at time 3,4 and 5. 
INDEPENDENT VARUBLES Aa J. 2 
Dependent Adjusted R2 r., ) 
Variable % Variance P 
1 2 3 4 COGNITIONS AND COPING 
Experimental Baseline Demographics Emotional 
condition Disease 5 
6 
Time I Time 3/4/5 
Dr Visits 31.5% 9.0% 19.5% 4.7% (NS) 0.1% (NS) 
T3 
Dr Visits TI Platelets TI Cope: Seeking 
(0.22**; 0.04) (0.25*; 0.03) Social Support 
Instrumental 
(0.22*; 0.04) 
Dr. Visits 22.8% 7.0% 10.9% 
T4 
Cope: Restraint 
Model 5 Coping TI 
(-0.31 0.08) 
Dr Visits 17.6% 4.5% 5.3% 5.5% 2.3% (NS) 
TS 
Dr Visits TI WCC TI Cope: Positive 
Model 5 (0.20*; 0.03) (0.19*; 0.03) Interpretation/Gro 
......... .... 
wth (0.23*; 0.04) 
......... ... ............ 
Model 6 
......... ............... .................. 
Dr Visits TI 
............ ..... .............. ......... 
Cope: Positive 
(0.23*; 0.04) Interpretation/ 
Growth TI 
(0.23*; 0.04) 
' -' P<0.05, **= p<0.0 1, ***= p<o. oo I 
L cekm 
